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INTRODUCTION 
Alcoholism has long been recognized as a problem that 
affects not only the alcoholic but also others in his or her 
home environment. In general, the alcoholic home is often 
unpredictable, chaotic, and sometimes violent (Miller & 
Tuchfeld, 1986). Due to their exposure to this chronic 
stress, children of alcoholics have been viewed as a 
population "at risk" for a variety of maladaptive coping 
behaviors, including emotional and behavioral problems such 
as anxiety, depression, hyperactivity, behavioral 
undercontrol, social inadequacy, and substance abuse 
(Russell, 1990; Sher, Walitzer, Wood, & Brent, 1991; West & 
Prinz, 1987). 
A number of authors have claimed that these maladaptive 
coping behaviors are extended into adulthood, suggesting 
that adult children of alcoholics often have difficulties 
with issues of control, depression, ego identity, intimacy, 
guilt, self-esteem, and the development of their own 
addictive behaviors, including alcoholism (see reviews by 
Cotton, 1979; El-Guebaly & Offord, 1977, 1979; Sher, 1991a; 
Woodside, 1988). These claims have not gone unchallenged. 
However, there is little doubt that the fields of psychology 
and medicine have been affected by the growing impact of the 
children of alcoholics movement (Brown, 1991a, 1991b; DuPont 
& McGovern, 1991). 
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Prevalence and Characteristics of Children of Alcoholics 
It is estimated that 28 to 29 million people in the 
United States are offspring of alcoholics (Russell, 
Henderson, & Blume, 1985; Woodside, 1988, 1991). Of these, 
approximately 6.5 million are children under the age of 18 
who live in households with an alcohol abusing parent. The 
remainder (approximately 22 million) are commonly referred 
to as adult children of alcoholics (Russell et al., 1985). 
A substantial number of these adult children of alcoholics 
(ACAs) are involved in higher education. A recent study by 
Landers and Hollingdale (1988) estimates that ACAs may make 
up as much as one-third of the U.S. college population, 
although most findings indicate that approximately one in 
every six or seven college students is an ACA (Perkins & 
Berkowitz, 1991). 
Once labelled a "neglected problem" (Sloboda, 1974), 
there has been a substantial increase in literature on 
offspring of alcoholics in the past 15 years (Brown, 1991a, 
1991b; Seilhamer & Jacob, 1990). While a majority of 
studies have focused on the young children within alcoholic 
family systems (e.g., Jacob, Favorini, Meisel, & Anderson, 
1978; Watters & Theimer, 1978), there has been a shift in 
recent years toward the study of adult offspring of 
alcoholic parents (Downing & Walker, 1987). However, much 
of the literature on adult children of alcoholics (ACAs) has 
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been criticized for a variety of methodological and 
theoretical problems. 
Characteristics of ACA Literature 
Much of the ACA literature (e.g., Black, 1981; Cermak & 
Brown, 1982; Nardi, 1981; Wotitz, 1984) has been based on 
clinical impressions, rather than empirical design. In 
addition, there has been an "explosion" of self-help books, 
often written by ACAs or their counselors, which have 
provided much of the conceptual framework for understanding 
the ACA experience (Sher, 1991a). Examples of such books 
include those written by Black (1981), Crespi (1990), 
Wegscheider (1981), and Woititz (1983). The clinical 
literature has been criticized for its lack of adequate 
control or comparison groups (Rimmer, 1982); its tendency to 
oversimplify the ACA "condition" (Brown, 1988, 1991a; Sher, 
1991b); and its narrow focus which emphasizes dysfunction, 
rather than healthy profiles of ACAs (Wilson & Orford, 
1978). In their review. Heller, Sher, and Benson (1982) 
concluded that many studies on offspring of alcoholics 
contain a "pathology bias" overpredicting offspring 
vulnerabilities. 
Much of the empirical literature on ACAs has been 
criticized for its lack of adequate theoretical frameworks 
(Brown, 1991b; Nardi, 1981; Wilson & Orford, 1978); its 
inadequate sampling procedures (Jacob et al., 1978; Windle, 
1990); and its neglect of the effects of variability in the 
functioning of alcoholic families (Crawford & Phyfer, 1988; 
Heller et al., 1982; Windle, 1990). Many studies have 
ignored the critical element of degree of exposure to 
parental alcoholism, which may be affected by such factors 
as parental divorce and remarriage (Johnson, 1991). Logue, 
Sher, and Frensch (1992) have found that many self-report 
studies have also failed to control for Barnum-like 
qualities (i.e., vague, double-headed, high base rates) in 
their descriptions of general ACA characteristics. Logue et 
al. (1992) suggest that the Barnum effect may be a plausible 
explanation for the widespread acceptance of ACA personality 
descriptors, and as a result, these descriptors are 
ineffective in serving diagnostic and treatment purposes. 
Variability in ACA Outcomes 
Despite the pathology bias inherent in much of the ACA 
literature, a number of researchers have found considerable 
variability in ACA outcomes (e.g., Hibbard, 1987; Kashubeck 
& Christensen, 1992; Miller & Jang, 1977; Wright & Heppner, 
1991, 1993). In fact, many ACAs have been found to function 
at or well above the levels of functioning for adults raised 
in nonalcoholic families (Clair & Genest, 1987; Goodman, 
1987; Tweed & Ryff, 1991; Werner, 1986), prompting some 
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researchers (e.g., Werner, 1986) to label them as 
"invulnerable" or "resilient" ACAs. Such variability in 
findings have prompted calls for studies designed to search 
for differentiating variables between competence and 
incompetence in ACAs (El-Guebaly & Offord, 1979), including 
the variability within the family of origin (Mapes, Johnson, 
& Sandler, 1985; Seilhamer & Jacob, 1990). 
Foundations of the Present Study 
The following review of the literature focuses on issues 
related to ACA resilience and the impact of family health 
and dysfunction on ACA outcomes. The first section provides 
a brief review of the research on resilience and 
vulnerability among high-risk children, with a focus on 
children of alcoholics. The second section reviews 
empirical and theoretical literature on family health and 
dysfunction, including an examination of alcoholic family 
functioning. This section also includes an overview of the 
McMaster Model of Family Functioning, which provides the 
theoretical basis for understanding family health and 
dysfunction employed in this study. The third, and final, 
section of the literature review examines the research on 
ACA outcomes in two global areas: alcohol use and 
involvement, and psychological adjustment. Together, these 
three sections provide the foundation for the present study. 
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Psychological Vulnerability and Resilience 
The Resilience-Vulnerability Continuum 
It is generally accepted that many childhood experiences 
are precursors of later psychological dysfunction. Many 
personality theories and views on the development of 
psychological disorders are based on the belief that early 
traumatic life experiences have profound effects on adult 
functioning (Rhodes & Brown, 1991). Researchers have 
identified many "high risk" children; including children who 
have come from economically disadvantaged families, children 
raised in high crime neighborhoods, children exposed to 
parental psychopathology (including alcoholism), children of 
divorced parents, and children who are victims of abuse 
(Briere & Runtz, 1990; Mulholland, Watt, Philpott, & Sarlin, 
1991; Werner & Smith, 1992). Despite the high risk 
backgrounds of these and other children, researchers have 
consistently noted that a sizable minority (and, in many 
cases, a majority) of these children do not develop 
adjustment problems or psychopathology (Garmezy, Hasten, & 
Tellegen, 1984; Luthar, 1991; Rhodes & Brown, 1991; Rutter, 
1990). Such children are often labelled as "invulnerable" 
or "resilient" (Werner & Smith, 1992). 
In general, resilience may be defined as successful 
adaptation despite a history of childhood adversity or 
exposure to stressful life events (Luthar, 1991; Mulholland 
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et al., 1991; Werner & Smith, 1992). Historically, 
researchers have conceptualized resilience in terms of a 
unidimensional outcome, such as academic and/or vocational 
success (e.g., McCord, 1991; Mulholland et al., 1991), 
social adjustment (e.g., Garmezy et al., 1984; Luthar, 1991; 
McCord, 1991), or emotional or psychological health (e.g., 
Shedler & Block, 1990; Werner & Smith, 1992). Successful 
adaptation in academic, vocational, or social settings is 
often labelled as competence (Garmezy et al., 1984; 
Schwartzman, 1991). Outcomes of psychological health have 
often been labelled as resilience or invulnerability (Rhodes 
& Brown, 1991; Werner & Smith, 1992). 
The converse of resilience is vulnerability. 
Vulnerability denotes an individual's susceptibility to a 
disorder, given the existence of risk factors that increase 
the likelihood of negative developmental outcome in a group 
of people (Luthar, 1991; Werner & Smith, 1992). However, as 
noted above, the majority of researchers have found a wide 
variability in outcomes of high-risk individuals. For 
example, Mulholland et al. (1991) found that children of 
divorce formed a heterogenous group when compared on 
outcomes of scholastic achievement. Similar findings have 
led most researchers to conclude that the outcomes of 
persons in all risk conditions can best be conceptualized as 
lying on a continuum from non-resilient (or vulnerable) to 
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resilient (or invulnerable), with the majority of outcomes 
falling into intermediate ranges (Werner & Smith, 1989; 
1992). 
Factors Promoting Resilient Outcomes 
In attempting to explain why so many children prove 
resilient to the effects of a stressful or high-risk 
background, researchers have noted a variety of personal, 
social, and institutional resources that serve as protective 
factors. These factors serve to modify (or buffer) a 
person's reaction to a situation that in ordinary 
circumstances leads to a maladaptive outcome (Werner & 
Smith, 1992). The "buffering function" of such variables as 
social support and effective styles of coping have often 
been noted in studies examining the effects of stressful 
life events (Cohen & Edwards, 1989; Cohen & Hoberman, 1983; 
Coyne & Downey, 1991; Kessler, Price, & Wortman, 1985; 
Wheaton, 1985). In contrast, lack of social support and use 
of ineffective coping strategies (such as problem avoidance 
and misuse of alcohol) have been linked with poor personal 
adjustment (Cole, Tucker, & Friedman, 1990; Holahan & Moos, 
1987; Scavnicky-Mylant, 1990). 
Numerous other protective factors have been noted in the 
literature. Jessor (1993) has provided a conceptual 
framework of adolescent risk behavior that includes five 
domains of protective factors. These domains (and the 
associated protective factors) are: (a) Biology/Genetics 
(high intelligence); (b) Social Environment (quality 
schools, cohesive family, neighborhood resources, and 
interested adults); (c) Perceived Environment (models of 
conventional behavior and high controls against deviant 
behavior); (d) Personality (valuing of achievement, valuing 
of health, and intolerance of deviance); and (e) Behavior 
(involvement in school and voluntary clubs, and church 
attendance). In a study of high-risk adolescents, Luthar 
(1991) also found social skills, internal locus of control, 
and ego development to serve as protective factors in the 
development of social competence. Positive family 
experiences (e.g., family support, consistent discipline, 
and good levels of communication) have also been noted as 
strong protective factors in promoting resilient adolescent 
and adult outcomes (Rhodes & Brown, 1991; Werner & Smith, 
1989; Wyman, Cowen, Work, & Parker, 1991). Similar factors 
have also been identified as promoting resilient outcomes 
among children of alcoholics (e.g., Steinglass, 1981a; 
Steinglass, Tislenko, & Reiss, 1985; Wright & Heppner, 
1993). 
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Vulnerability and Resilience of Children of Alcoholics 
There is a strong consensus in the literature that young 
children of alcoholics are a high-risk population (Seilhamer 
& Jacob, 1990). Some studies have found these children to 
have more behavior problems and to exhibit more antisocial 
behaviors such as lying, cheating, and increased 
aggressiveness, than non-COAs (Chafetz, Blane, & Hill, 1971; 
Fine, Yudin, Holmes, & Heinemann, 1976; McKenna & Pickens, 
1983; Rimmer, 1982). Other studies have demonstrated that 
children of alcoholics exhibit greater levels of self-
depreciation and anxiety than their peers from nonalcoholic 
families (Berkowitz & Perkins, 1988; Black, 1981). In 
addition, children of alcoholics have been found to engage 
in avoidant coping behaviors, such as smoking, drinking and 
excessive eating, more than their peers (Clair & Genest, 
1987; Claydon, 1987). As adults, ACAs have been linked with 
a wide variety of emotional and interpersonal problems, 
ranging from depression to the development of their own 
addictive behaviors, including alcoholism (see reviews by 
Cotton, 1979; El-Guebaly & Offord, 1977, 1979; Sher, 1991a; 
West & Prinz, 1987; Woodside, 1988). 
Although the emphasis of much of the parental alcoholism 
research has been on the vulnerability of these children, 
many reports, including several critical literature reviews 
and longitudinal studies, point to considerable variability 
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in ACA outcomes (e.g., Beardslee, Son, & Vaillant, 1986; 
Burk & Sher, 1888; El-Guebaly & Offord, 1977, 1979; Heller 
et al., 1982; Kaiiunier, 1971; Plescia-Pikus, Long-Suter, & 
Wilson, 1988; Sher et al., 1991; Matters & Theimer, 1978; 
Werner, 1986). Empirical studies have demonstrated that a 
majority of ACAs do not exhibit significant adjustment 
problems (e.g., Plescia-Pikus, et al., 1988; Werner, 1986; 
Wright & Heppner, 1991, 1993). Further, many ACAs have been 
described as functioning at or well above the levels of 
functioning of adults raised in non-alcoholic families 
(e.g., Clair & Genest, 1987; El-Guebaly & Offord, 1979; 
Goodman, 1987; Tweed & Ryff, 1991). A number of family 
functioning and background variables have been identified as 
protective factors or risk factors influencing ACA outcome. 
Protective factors. Positive ACA outcomes (i.e., well-
adjusted, exhibiting no problems with alcohol) have been 
associated with extended periods of abstaining by the 
alcoholic parent (Jacob, Krahn, & Leonard, 1991; Jacob, 
Ritchey, Cvitkovic, & Blane, 1981; Steinglass, 1981a; 
Steinglass, Tislenko, & Reiss, 1985), as well as parental 
treatment and recovery from alcoholism (Callan & Jackson, 
1986; Moos & Billings, 1982; Moos, Bromet, Tsu, & Moos, 
1979; Moos St Moos, 1984). Several authors have identified 
the positive influence of having established patterns of 
behavior (i.e., roles) defined for each family member 
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(Bennett, Wolin, & Reiss, 1988; Black, 1979; Kumpfer & 
DeMarsh, 1986; Mapes et al., 1985; Nardi, 1981; Wegscheider, 
1981; cf., Breen, 1985). In addition, Benson and Heller 
(1987) found that high levels of perceived social support 
were positively correlated with ACA adjustment. 
In a nationwide study, Ackerman and Gondolf (1991) 
compared 500 ACAs on outcomes of perceived isolation, 
inconsistency, self-condemnation, need for control, need for 
approval, rigidity, and fear of failure. These authors 
identified gender, race, having sought treatment as a child, 
having received help as a child, and parent's relationship 
as five factors which affected ACA adjustment outcomes. 
They reported that female ACAs are likely to show greater 
levels of self-condemnation than male ACAs; while black ACAs 
showed lower levels of self-condemnation and fear of failure 
than white ACAs (Ackerman & Gondolf, 1991). Healthier 
parental relationships were also associated with better 
adult outcomes. In addition, these researchers found that 
ACAs who had received treatment as children showed better 
overall adjustment as adults. Paradoxically, those ACAs who 
had sought treatment as children showed poorer overall 
adjustment than those would did not seek treatment. 
However, there were significant interaction effects between 
having sought treatment and parental relationship, as well 
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as having sought treatment and having received treatment 
(Ackerman & Gondolf, 1991). 
Risk factors. The ACA risk for alcohol involvement has 
been linked with additional familial background variables, 
including heavy or severe parental alcoholism (Barnes, 
Farrell, & Cairns, 1986; Brown, 1988; Goodwin, Schulsinger, 
Moller, Hermansen, Winokur, & Guze, 1974; Mapes et al., 
1985; Steinglass, 1981b) and parental modelling of drinking 
behavior (Barnes et al., 1986; Harburg, Davis, & Caplan, 
1982; Johnson & Pandina, 1991; Smart, Chibucos, & Didier, 
1990; Zucker, 1976). Other studies have linked inadequate 
parental support, rigid parental behavioral control, low 
cohesion, and low adaptability with an increased risk of ACA 
involvement with alcohol (Barnes et al., 1986; Coombs & 
Landsverk, 1988; Johnson & Pandina, 1991; Kumpfer & DeMarsh, 
1986; Smart et al., 1990). Wolin and colleagues (Bennett et 
al., 1988; Wolin, Bennett, & Noonan, 1979; Wolin, Bennett, 
Noonan, & Teitelbaum, 1980) have found that disruption of 
family rituals during periods of heavy drinking is 
associated with an increased likelihood that alcoholism 
would be transmitted to the next generation. 
Gender of the alcoholic parent has also been 
demonstrated to affect ACA adjustment (Bradley & Schneider, 
1990; Brown, 1988; Currier & Aponte, 1991; Wilson & Orford, 
1978) and drinking behavior (Pandina & Johnson, 1989; 
14 
Stabenau, 1990; Webster, Harburg, Gleiberman, Schork, & 
DiFranceisco, 1989). A longitudinal study by Miller and 
Jang (1977) indicated that children of alcoholic mothers 
showed greater maladjustment than children of alcoholic 
fathers. However, a recent meta-analysis of the familial 
alcoholism literature (Pollock, Schneider, Gabrielli, & 
Goodwin, 1987) found that male and female alcoholism 
patients had much higher rates of paternal alcoholism than 
maternal alcoholism, even when gender differences in 
alcoholism rates are taken into account. 
Clearly, differences in family background play an 
crucial role in influencing ACA vulnerability and 
resiliency. However, West and Prinz (1987) have cautioned 
against inferring causal pathways of ACA vulnerability based 
solely on studies of family vulnerability. They questioned 
whether one or multiple critical aspects of disrupted family 
functioning serve to produce symptomatology, and found a 
"noticeable absence of consensus about which specific 
stressors and features associated with alcoholic families 
lead to particular outcomes" (p. 215). One solution would 
be to employ a multidimensional approach in examining the 
functioning of both alcoholic and non-alcoholic families, 
such as the approach described in the following section. 
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Family Health and Dysfunction 
Dimensions of Family Functioning 
A basic tenet of family systems theory is the assumption 
that family health is related to the accomplishment of 
multiple essential tasks, such as problem-solving and 
emotional nurturance (Bowen, 1974). According to this 
theory, a family is neither fully functional (healthy) or 
fully dysfunctional (unhealthy), but instead can be 
conceptualized along a continuum of health. Familial health 
(or competence) can be examined in several dimensions of 
family functioning. Some examples of dimensions identified 
in the literature include: family structure/ interactions 
(Lopez, Campbell, & Watkins, 1988); family cohesion/ 
emotional bonding (Holahan & Moos, 1986; Kumpfer & DeMarsh, 
1986; Smart et al., 1990); and family adaptability (Kumpfer 
& DeMarsh, 1986; Olson, Russell, & Sprenkle, 1983; Smart et 
al., 1990). 
Several researchers have proposed conceptually distinct 
models of family functioning within the framework of family 
systems theory (e.g.. Billings & Moos, 1982; Epstein, 
Bishop, & Levin, 1978; Kaufman, 1984; Olson et al., 1983). 
One widely used model is the McMaster Model of Family 
Functioning (MMFF), which describes structural and 
organizational properties of the family as well as patterns 
of interaction among family members that discriminate 
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healthy from unhealthy families (Epstein et al., 1978). The 
MMFF identifies six dimensions of family functioning, in 
addition to general functioning. The six dimensions are: 
(a) Problem Solving; (b) Communication; (c) Roles; (d) 
Affective Responsiveness; (e) Affective Involvement; and (f) 
Behavior Control. 
Problem Solving. This dimension refers to the family's 
ability to resolve problems (issues which threaten the 
integrity and functional capacity of the family) at a level 
that maintains effective family functioning (Epstein, 
Baldwin, & Bishop, 1983). These problems may occur within 
or outside of the family. Examples of potential problems 
include financial crises, loss of a family member, or 
involvement with the legal system. The ability to adjust to 
difficulties is often referred to as adaptability (Smart et 
al., 1990). 
Communication. Communication refers to the exchange of 
information among family members. Two facets of 
communication, clarity and directness, are examined. 
Clarity refers to whether the content of messages is clearly 
or unclearly expressed. Directness refers to whether the 
message is direct or indirect in terms of whether the person 
spoken to is the person for whom the messages are intended. 
Healthy family communication patterns are clear and direct, 
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while unhealthy patterns are indirect and vague (Epstein et 
al., 1978). 
Roles. The Roles dimension assesses whether or not the 
family has established patterns of behavior for handling 
various family functions such as provision of resources, 
providing nurturance and support, supporting personal 
development, and maintaining and managing family systems. 
In addition, the Roles dimension includes an assessment of 
the clarity and equity in assigning tasks, and whether tasks 
are carried out responsibly by family members. The Roles 
dimension also appears to overlap with the construct of 
family adaptibility (e.g., Olson et al., 1983; Smart et al., 
1990) in that it refers to the establishment of specific 
behaviors to carry out tasks. 
Affective Responsiveness. The fourth dimension of the 
MMFF measures the extent to which family members are able to 
experience appropriate affect over a range of experiences. 
Appropriate affect refers to both "welfare" (e.g., love) and 
"emergency" (e.g., anger) emotions (Rado, 1961). Affect is 
measured in terms of both quantity and quality of emotion 
(Miller, Epstein, Bishop, & Keitner, 1985). 
Affective Involvement. This dimension of family 
functioning examines the degree to which family members are 
interested in and place value on each other's concerns and 
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activities. Healthy families report an intermediate range 
of affective involvement (Epstein et al., 1983). 
Behavioral Control. The sixth dimension of the MMFF is 
Behavioral Control, which assesses the means through which a 
family expresses and maintains standards for the behavior 
required for physical protection, meeting psychobiological 
needs (eg., eating, sleeping), and social situations. Four 
different patterns of control (rigid, flexible, laissez-
faire, and chaotic) are identified. Healthy families are 
most often identified as having a flexible control style 
(Epstein et al., 1978). 
Taken together, the six dimensions of the MMFF provide a 
comprehensive means of understanding the complexity of 
family functioning. Given its emphasis on multidimensional 
assessment of family health, the MMFF clearly lends itself 
to the study of specific family background variables that 
may differentially contribute to a variety of outcomes, 
including outcomes of ACAs. 
Characteristics of Healthy and Dysfunctional Families 
Family researchers have identified many characteristics 
that distinguish the healthy family from the dysfunctional 
family. Characteristics of the healthy family include: high 
levels of effective communication and listening abilities 
(e.g., promotes dinner table time and conversations); a 
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sense of shared responsibility for completing family tasks; 
a balance of interaction among family members; interpersonal 
affirmation and support; a respect for the privacy of other 
family members; shared leisure time and a sense of play and 
humor; a willingness among family members to seek help and 
assistance from each other when facing a problem; a sense of 
trust among family members; and a strong commitment to 
family rituals and traditions (Curran, 1983). Factors such 
as parental support and non-rigid style of control have been 
strongly linked with positive adolescent and adult 
adjustment (Barnes et al., 1986; Holahan & Moos, 1986; 
Johnson & Pandina, 1991; Wyman et al., 1991). 
In contrast, many aspects of family functioning have 
been linked with the development of adjustment and emotional 
problems, and are thus said to be "dysfunctional" (Johnson & 
Pandina, 1991). Problems arise when disruptions occur in 
areas such as family communication, affective 
responsiveness, or behavioral control. For example, low 
self-esteem in children has been linked with families that 
do not provide affirmation or support to their children, as 
well as families that are emotionally abusive or 
overcritical of their children (Briere & Runtz, 1990). In a 
review of the literature, Godyer (1920) noted that the three 
factors most strongly related to conduct disorders among 
children were paternal criminal history, maternal 
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psychopathology, and overall family discord. McNamara and 
Loveman (1990) found that adolescent bulimics perceived 
their families as being more over-involved emotionally, 
having ineffectual problem-solving skills, less consistent 
communication, and lower behavior control than did non-
bulimic controls. 
Family dysfunction and conflict have also been shown to 
affect the development of adjustment problems among college 
students (Hoffman & Weiss, 1987). A study by Lopez, 
Campbell, and Watkins (1988) found that college students who 
reported a history of parental marital conflict, parent-
child overinvolvement, and role reversals with parents 
showed the lowest levels of adjustment. Similarly, Wright 
and Heppner (1993) found that college students from 
dysfunctional family systems reported more negative problem-
solving appraisal and interpersonal styles than did college 
students from functional family systems. Hoffman and Weiss 
(1987) found that conflictual family relationships can 
continue to affect college students even when they are 
separated from the family (i.e., at school). 
Such findings indicate that the impact of family 
dysfunction has far-reaching consequences. As one of the 
most widely identified sources of family dysfunction, 
parental alcoholism has been linked with a variety of long-
term negative consequences. However, a number of 
21 
researchers have called for closer examination of the 
alcoholic family in order to identify potential 
variability in alcoholic family functioning (e.g., West & 
Prinz, 1987; Wright & Heppner, 1993). 
Characteristics of Alcoholic Families 
According to family systems theory, every family is a 
system in that a change in functioning of one family member 
is automatically followed by a compensatory change in the 
functioning of the other family members (Bowen, 1974). From 
a systems viewpoint, alcoholism is one of the common human 
dysfunctions, existing in the context of an imbalance in the 
functioning of the total family system. Therefore, 
alcoholism is viewed as a family disease in which each 
family member is affected emotionally, economically, 
socially, and often physically (Fox, 1962). 
Children of alcoholics typically come from 
unpredictable, chaotic, or even violent home environments 
(Black, 1981; Brown, 1988; Hecht, 1973; McCarthy-Woods, 
1988; Miller & Tuchfeld, 1986; Robinson, 1989). Some 
researchers have suggested a link between alcoholism and 
child abuse (e.g., Behling, 1979; Black, Bucky, & Wilder-
Padilla, 1986; Hindraan, 1977); although a comprehensive 
review of the research found no empirical data to support 
this link (Orme & Rimmer, 1981). Numerous researchers have 
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noted a high frequency of marital discord and breakdown 
among alcoholic families (Bailey, 1961; Bailey, Haberman, & 
Alksne, 1962; Chafetz et al., 1971; El-Guebaly & Offord, 
1977, 1979; Steinglass et al., 1985). 
Alcoholic families have been characterized as rigid, 
denying, and isolated (Black, 1990; Wegscheider, 1981). 
Communication patterns in alcoholic families have been 
characterized as tense and conflictual (Black et al., 1986; 
Moos & Moos, 1984; Wilson & Orford, 1978). Other 
researchers have suggested that alcoholic families tend to 
be non-cohesive, impede the participation of family members 
in personal growth activities, and are more disorganized and 
controlling than non-alcoholic families (Jacob et al., 1978; 
Wilson & Orford, 1978). 
Few empirical studies have been conducted to examine 
alcoholic family characteristics versus those of non­
alcoholic (control) families. In a study comparing 
alcoholic families with controls, Filstead, McElfresh, and 
Anderson (1981) found alcoholic families to have 
deficiencies in areas of problem solving, communication, 
role behaviors, affective involvement, and behavioral 
control. Family members in alcoholic households were found 
to be less helpful and supportive of other family members; 
while alcoholic families were characterized by a greater 
degree of aggressive and conflictual interactions, role 
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inconsistency, discouragement of open and direct expression 
of feelings, and a rigidity of family rules and procedures. 
Other studies have reported similar findings. In a 
study of the home environments of 32 alcoholic and 22 
nonalcoholic families, Reich, Earls, and Powell (1988) 
reported that the home environments of the alcoholic 
families were more likely to exhibit marital conflict, 
parent-child conflict, and poor adaptive functioning on the 
part of the parent. Jarmas and Kazak (1992) found that ACAs 
viewed their families as having had greater inconsistency, 
less supportiveness, less organization, poorer 
communication, less expressiveness, and more conflict than 
their non-ACA peers. In another recent study, Jones and 
Houts (1992) found that when compared to their non-ACA 
peers, young ACAs perceived less positive regard and greater 
inattention to or denial of their feelings by their parents. 
On the surface, such results appear to support the claim 
that the alcoholic family is highly dysfunctional. However, 
several researchers have urged caution in overgeneralizing 
these characteristics to fit every alcoholic family, citing 
a wide degree of variability in alcoholic family functioning 
(e.g., Kaufman, 1984; Seilhamer & Jacob, 1990; Steinglass, 
Davis, & Berenson, 1977; Wilson & Orford, 1978). As noted 
previously, this variabilty in family functioning translates 
into variability in ACA outcomes. 
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Outcomes of Adult Children of Alcoholics 
Studies on ACA risk and resiliency most often assess two 
global areas of potential dysfunction; ACA risk for 
developing their own problem drinking or alcoholism, or ACA 
risk of psychological maladjustment. In one longitudinal 
study of 149 children of alcoholics, Drake and Vaillant 
(1988) found that by mid-life, 28% had developed alcohol 
dependence, while 25% had been diagnosed with at least one 
personality disorder. In contrast, a comparison group of 
250 adult children of nonalcoholics reported rates of 12% 
for alcohol dependence and 23% with at least one diagnosed 
personality disorder (Drake & Vaillant, 1988). Following is 
a brief summary of the studies on these two risk areas. 
Alcohol Use and Involvement 
Researchers have consistently demonstrated a high 
prevalence of alcoholism in the offspring of alcoholics 
(e.g., Frances, Timm, & Bucky, 1980; Goodwin, 1971; Schuckit 
& Sweeney, 1987); especially among male ACAs (e.g., Goglia, 
1986; Tunick, 1988). In an extensive review of the clinical 
literature. Cotton (1979) examined 39 studies which had 
examined more than 10,000 alcoholic and non-alcoholic 
families. Although she noted some variability across 
studies. Cotton found that offspring of alcoholics are 
approximately 3 to 5 times more likely to develop alcoholism 
25 
themselves than are offspring of non-alcoholics. A recent 
meta-analysis (Pollock et al., 1987) indicates that paternal 
alcoholism is associated with increased rates of alcoholism 
in both daughters and sons, while maternal alcoholism is 
associated only with increased rates of alcoholism among 
daughters. 
The weight of current evidence suggests that a 
combination of environmental and genetic factors play an 
important role in the transmission of alcoholism (cf., 
Dinwiddie & Reich, 1991; Goodwin, 1979a, 1979b, 1985; 
Merikangas, Leckman, Prusoff, Pauls, & Weissman, 1985; 
Peele, 1986; Schuckit, 1986, 1987; Searles, 1988; Zucker, 
1976). However, considerable heterogeneity in ACA drinking 
outcomes have been noted, with most studies indicating the 
prevalence of alcoholism among ACAs to be under 30% (e.g., 
Beardslee et al., 1986; Claydon, 1987; El-Guebaly & Offord, 
1977, 1979; Fitzgerald & Mulford, 1981; Werner, 1986; Wright 
& Heppner, 1991). In one study, Fitzgerald and Mulford 
(1981) found that in the general population, alcoholics and 
non-alcoholics were equally likely to report having 
alcoholic relatives. 
In a large-scale study, Russell, Cooper, and Frone 
(1990) examined the moderating influence of age, race (black 
versus white), gender and socioeconomic status on the 
relationship between alcohol abuse and family history of 
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alcoholism. These researchers found that the risk of 
alcoholism associated with a positive family history 
increased with increasing age among whites, and decreased 
with increasing age among blacks. They also found an 
interaction between race and gender, reporting that white 
females and black males with a positive family history of 
alcoholism indicate a greater relative odds ratio of having 
their own alcohol problems than white males and black 
females (Russell, Cooper, & Frone, 1990). Such findings may 
provide some insight into the variability of drinking 
outcomes found within the ACA population. 
Due to the variability in ACA drinking outcomes, several 
researchers have attempted to distinguish between high-risk 
and low-risk ACAs on the basis of behavioral, physiological, 
personality, and family environment variables. High-risk 
ACAs (defined as more likely to develop a drinking problem) 
have been linked with such behaviors as: attentional and 
social problems (Alterman, Searles, & Hall, 1989); poor 
conflict resolution skills (Frank, Jacobson, & Tuer, 1990); 
conduct disorder and depression (Dinwiddie & Reich, 1991); 
and poor verbal ability (Schulsinger, Knop, Goodwin, 
Teasdale, & Mikkelsen, 1986). 
In a study of collegiate ACAs, Sher et al. (1991) found 
high-risk ACAs to exhibit greater levels of behavioral 
undercontrol and alcohol expectancies (use of alcohol for 
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tension reduction and to enhance social performance) than 
low-risk ACAs. Other variables that have been found to 
distinguish high risk ACAs include: greater physiological 
sensitivity to alcohol effects (Vogel-Sprott & Chipperfield, 
1987); greater physiological reinforcement from alcohol 
(Levenson, Oyama, & Meek, 1987; Newlin, 1987; Newlin & 
Thomson, 1990; O'Malley & Maisto, 1985); and expectations 
that alcohol will enhance social behavior (Brown, Creamer, & 
Stetson, 1987; Christiansen & Goldman, 1983) or relieve 
stress (Domenico & Windle, 1993; Levenson, Oyama, & Meek, 
1987; Pandina & Johnson, 1989). 
Prior studies examining within-group differences have 
also identified a handful of key personality characteristics 
(i.e., impulsivity, antisociality and behavioral 
undercontrol) thought to be associated with ACA risk for 
alcohol abuse (e.g., Alterman, 1988; Cook & Winokur, 1985; 
Hawkins, Lishner, Catalano, & Howard, 1986; McKenna & 
Pickens, 1981; Saunders & Schuckit, 1981; Stabenau, 1990; 
Tarter, 1988; Tarter, Alterman, & Edwards, 1985). In 
addition, Rogosch, Chassin, and Sher (1990) found that low 
self-awareness, poor socialization skills, and aggressive 
and impulsive behavior were all factors that differentiated 
high-risk from low-risk ACAs. 
In recent years a greater emphasis has been placed on 
the study of family environment and family interaction 
28 
variables as risk and protective factors related to 
subsequent offspring alcoholism (e.g., Blechman, 1982; Jacob 
et al., 1991; Steinglass, 1981b; Wolin et al., 1980). Many 
researchers have noted that high-risk ACAs have been exposed 
to alcohol (began tasting and subsequently regularly 
drinking alcohol) at an earlier age than low-risk ACAs and 
their non-ACA peers (e.g., Alford, Jouriles, & Jackson, 
1991; Penick et al., 1987; Penick, Read, Crowley, & Powell, 
1978). In addition, degree of exposure to family alcoholism 
has also been found to affect ACA drinking risk (Beardslee 
et al., 1986). In their 33-year longitudinal study, Drake 
and Vaillant (1988) found that alcohol dependence was 
correlated with greater numbers of alcoholic relatives (cf., 
Engs, 1990; Perkins & Berkowitz, 1991). 
In summary, it is generally accepted that ACAs, 
including collegiate ACAs, are at risk for the development 
of their own drinking problems. However, only a minority of 
ACAs actually develop such problems. A variety of factors 
have been shown to influence the development of drinking 
problems among ACAs. These factors include behavioral, 
physiological, and personality characteristics; as well as 
family functioning and family background characteristics. 
However, present knowledge as to how these variables 
interact is limited. 
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PsYcholoaical Ad-iustment 
In addition to alcoholism in offspring, parental 
alcoholism has been linked to a variety of childhood and 
adult adjustment problems. A number of authors have found 
an association between parental alcoholism and childhood 
conduct problems and delinquency (e.g., Calder & Kostyniuk, 
1989; Fine et al., 1976; Glenn & Parsons, 1989; Kammeier, 
1971; Robins, West, Ratcliff, & Herjanic, 1978; Rydelius, 
1984), as well as childhood hyperactivity (El-Guebaly & 
Offord, 1979; Tarter, Hegedus, & Gavaler, 1985; Windle, 
1990; cf., Drake & Vaillant, 1988). Some authors have 
claimed that these behaviors are caused by a perceived lack 
of control over the parent(s) drinking, leading many young 
children of alcoholics to attempt to regain control over 
their environments through extreme acting-out behaviors 
(Cermak & Rosenfeld, 1987; Mapes et al., 1985). 
When compared with peers, young children of alcoholics 
have been shown to report less confidence in their own 
abilities to control their situation (e.g., Davis, 1983; 
O'Gorman, 1975; Prewett, Spence, & Chaknis, 1981). Other 
authors have noted a link between parental alcoholism and 
childhood anxiety and depressive symptoms, including 
withdrawal and low self-esteem (Calder & Kostyniuk, 1989; 
Rolf, Johnson, Israel, Baldwin, & Chandra, 1988; Miller & 
Jang, 1977; Rubio-Stipec, Bird, Canino, Bravo, & Alegria, 
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1991; Sher, 1991b; Sloboda, 1974; cf., Jacob & Leonard, 
1986). However, some authors have suggested that these 
childhood outcomes may be gender-related. A number of 
researchers have demonstrated that male children of 
alcoholics are more likely to exhibit conduct disorder, 
delinquency, and hyperactivity, while female children of 
alcoholics are more likely to experience anxiety and 
depression-related symptoms (e.g., Domenico & Windle, 1993; 
Glenn & Parsons, 1989; Goodwin, Schulsinger, Knop, Mednick, 
& Guze, 1977; cf., Steinhausen, Gobel, & Nestler, 1984). 
Much of the clinical literature contends that the 
childhood adjustment problems experienced by children of 
alcoholics are likely to extend into adulthood, especially 
with respect to feelings of self-worth, interpersonal 
relations, and perceived ability to control one's situation 
(e.g., Ackerman, 1983; Black, 1981; Crespi, 1990; Woititz, 
1983). For example, several researchers have demonstrated 
that ACAs have higher levels of depression than non-ACAs 
(e.g.. Black et al., 1986; Cutter & Cutter, 1987; 
Schwartzberg & Schwartzberg, 1990; Tweed & Ryff, 1991; cf., 
Clair & Genest, 1990; Jackson, 1985), especially among 
females (Domenico & Windle, 1993; Goglia, 1986). Others 
have found ACAs to have a limited range of problem solving 
and coping abilities (Scavnicky-Mylant, 1990; Wilson & 
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Orford, 1978; cf., Slavkin, Heimberg, Winning, & McCaffrey, 
1992; Wright & Heppner, 1991). 
Several researchers have reported that ACAs show greater 
levels of self-depreciation and lower self-esteem than non-
ACAs (e.g., Baraga, 1977; Berkowitz fit Perkins, 1988; Currier 
& Aponte, 1991; Rearden & Markwell, 1989; Williams & 
Corrigan, 1992). In addition, some researchers have found 
female ACAs to have more insecure attachment and 
codependency needs than non-ACA females (e.g., Andreae-
Murray, 1987; Cermak, 1984; Nici, 1979), characteristics 
which have been linked with low self-esteem (Lyon & 
Greenberg, 1991). However, a number of studies have failed 
to find significant differences in levels of self-esteem 
between ACAs and non-ACAs (Andrasi, 1986; Churchill, Broida, 
& Nicholson, 1990; Clair & Genest, 1987; Werner & Broida, 
1991); while others have noted a wide variety of self-esteem 
outcomes among ACAs (e.g., Werner, 1986). Few studies have 
attempted to examine potential risk factors for ACA 
development of low self-esteem. In a promising recent 
study, Werner and Broida (1991) found that within-group 
differences in self-esteem could be partially attributed to 
differences in familial dysfunction. 
Some authors have claimed that ACAs lack self-confidence 
(Ackerman, 1983; Black, 1979, 1981; Whipple & Noble, 1991; 
Woititz, 1984), resulting in a number of interpersonal 
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difficulties. These difficulties include problems 
developing trust (Ackerman, 1983; Black et al., 1986; Cermak 
& Rosenfeld, 1987; Cutter & Cutter, 1987; McCarthy-Woods, 
1988; Robinson, 1989; cf., Bradley & Schneider, 1990; 
Jackson, 1985; McComb, 1987), decreased social competence 
(Passarello, 1988), problems identifying and expressing 
feelings (Black et al., 1986), and difficulty with intimate 
or close relationships (Ackerman, 1983; Barrera, 1989; Black 
et al., 1986; Miller & Tuchfeld, 1986; cf.. Miller, 1986). 
Black et al. (1986) found that ACAs report a higher amount 
of problems within their relationships at work, including 
difficulties communicating their needs with others. 
A number of researchers and clinicians have claimed that 
ACAs have a more external locus of control than non-ACAs 
(e.g., Robinson & Goodpaster, 1991; Woititz, 1983). 
However, much of the research literature has failed to 
support this claim. Morrison and Schuckit (1983) found no 
differences in perceived locus of control between young 
college men with and without family histories of alcoholism. 
Other researchers have found a lack of significant 
differences between ACAs and non-ACAs in samples of college 
students (Churchill, Broida, & Nicholson, 1990) and 
professional engineers (Werner & Broida, 1991). Werner 
(1986) and Tweed and Ryff (1991) found a great deal of 
variability in perceived locus of control among ACAs, in 
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particular noting a strong association between having a more 
internal orientation and positive measures of psychological 
well-being. 
Some ACAs have also been linked with more severe 
adjustment problems. In a study comparing female ACAs with 
adult daughters of psychiatrically disturbed fathers and 
controls, Benson and Heller (1987) found that female ACAs 
showed more neurotic symptoms, and exhibited more acting-out 
behaviors, than controls. The level of neurotic symptoms 
presented by the female ACAs was equivalent to that of the 
daughters of psychiatrically disturbed fathers. Barrera 
(1989) found that female ACAs showed a significantly higher 
level of psychopathology (as measured by the Brief Symptom 
Inventory) than controls. In addition, numerous researchers 
have noted a link between antisocial personality disorder, 
alcoholism, and male ACAs (e.g., Alterman, 1988; 
Hesselbrock, Hesselbrock, & Stabenau, 1985; Sher, 1991a). 
In summary, many ACAs are considered at risk for the 
development of one or more adjustment problems, including 
lower self-esteem, decreased sense of well-being, and a 
perceived inability to control their own life events. 
Unlike the literature on ACA alcohol use, there appears to 
be little consensus as to the extent of these problems 
within the ACA population. There is also little consensus 
regarding the role played by background factors in 
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influencing the development of specific adjustment outcomes, 
although some preliminary studies have identified gender and 
family functioning characteristics as potentially 
differentiating factors. There is a clear need for studies 
designed to explore the relationship between these factors 
and ACA outcomes, including alcohol use and psychological 
adjustment. 
Purpose of the Study 
This study was designed to examine the effects of 
familial alcoholism, gender, and family environment on the 
alcohol use patterns and psychological adjustment of college 
students. Specific predictor variables in this study were 
organized into four overall categories: 1) aspects of family 
involvement with alcohol, including parental alcoholism, 
degree of drinking by primary male and female caregiver, 
extent of overall family involvement with alcohol, and 
caregiver encouragement/ discouragement of alcohol use; 2) 
subject background variables, including gender, parental 
marital status, number of siblings, and birth order; 3) 
family functioning variables, including problem solving, 
role behaviors, communication, affective responsiveness, 
affective involvement, behavioral control, and general 
functioning; and 4) individual motives and attitudes toward 
alcohol use. These variables have been listed in Table 1. 
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Table 1. Predictor variables included in study 
Variable Measure 
Family involvement with alcohol SSRQ 
Parental alcoholism 
Degree of drinking- primary male caregiver 
Degree of drinking- primary female caregiver 
Number of family members with drinking problem 
Caregiver discouragement of alcohol use 
Subject background SSRQ 
Gender 
Parental marital status 
Number of siblings 
Birth order 
Family functioning FAD 
Problem solving 
Role behaviors 
Communication 
Affective responsiveness 
Affective involvement 
Behavioral control 
General functioning 
Motives/ attitudes toward alcohol use SSUS-M 
Motives for alcohol use 
Social motives 
Self-medicating motives 
Euphoria motives 
Attitudes toward alcohol use 
Note. SSRQ = Subject Self-Report Questionnaire; FAD = 
Family Assessment Device; SSUS-M = Student Substance Use 
Survey (modified). 
Specific dependent variables in this study were grouped into 
two overall categories: 1) psychological health, including 
self-esteem, perceived locus of control, and self-
realization; and 2) alcohol use patterns, including 
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frequency of drinking behaviors and consequences of drinking 
behaviors. These variables have been listed in Table 2. In 
addition to examining the specific effects of each of the 
predictor variables, this study provided the opportunity to 
examine how these variables interact with each other in 
influencing specific outcomes. The impetus for this study 
has been the work of a number of authors (e.g., Brown, 1991; 
Burk & Sher, 1990; Fulton & Yates, 1990; Logue, Sher, & 
Frensch, 1992; Wright & Heppner, 1993) who have questioned 
the diagnostic usefulness of the label "ACA" given the 
typical variability observed in ACA outcomes. In effect, 
this study represents an attempt to add some "explanatory 
power" to the ACA issue by focusing on variables (such as 
Table 2. Dependent variables included in study 
Variable Measure 
Psychological health 
Self-esteem SES 
Internal locus of control ANSIE 
Self-realization CPI 
Alcohol use patterns 
Frequency of drinking behavior SSUS-M 
Consequences of drinking behavior SSUS-M 
Note. SES = Self-esteem scale; ANSIE = Adult Nowicki-
Strickland Internal-External Control Scale; CPI = California 
Psychological Inventory v.3 Structural Scale (Psychological 
Integration); SSUS-M = Student Substance Use Survey 
(modified). 
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family functioning, exposure to parental/caregiver 
alcoholism, motives for alcohol use, and gender) which may 
prove to be more salient predictors of ACA outcomes than 
simple identification as an ACA. 
As the review of the ACA literature indicated, there 
have been few well-controlled studies of college-age ACAs. 
Previous studies have been criticized for their use of 
biased (clinical) samples, failure to examine gender 
differences, failure to account for degree of exposure to 
parental drinking, and failure to evaluate the impact of 
family functioning on ACA outcomes (Benson & Heller, 1987; 
Burk & Sher, 1988; Crawford & Phyfer, 1988; Jacob et al., 
1978; Johnson, 1991). This study represents an attempt to 
control for these weaknesses through the use of a large and 
diverse subject pool of both male and female participants, 
as well as the use of a measure designed to detect 
variability in past family functioning. In addition, 
previous studies on ACA outcome (e.g., Wright & Heppner, 
1993) have typically examined a unidimensional or global 
measure of family functioning. This study was designed to 
examine multiple, critical dimensions of family functioning, 
allowing greater specificity of the unique dimensions that 
contribute to differences in ACA outcome. 
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Research Questions 
Following are the questions addressed in this study. 
1. What are the salient predictors of psychological health 
and problematic alcohol use among college students? 
Included among the predictor variables examined were 
parental and/or caregiver alcoholism, overall family alcohol 
involvement, caregiver discouragement of alcohol use, family 
functioning, individual motives and attitudes toward alcohol 
use, and background variables including gender, parental 
marital status, number of siblings, and birth order. 
2. How do these predictor variables differ in regard to 
gender and parental alcoholism? 
3. What is the relationship of parental alcoholism, gender, 
and general family functioning to self-esteem, perceived 
locus of control, self-realization, and substance use among 
college students? 
4. Which of the predictor variables mediate the ACA risk 
for poor psychological adjustment? 
5. Which of the predictor variables mediate the ACA risk 
for developing alcohol problems? 
6. Does gender moderate the ACA risk for developing alcohol 
problems? 
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METHOD 
Subjects 
Subjects were 543 students (195 men and 348 women) 
enrolled in introductory psychology courses at Iowa State 
University (ISU) during the fall 1993 or Spring 1994 
semesters. Their mean age was 19.9 years (range 17 - 43), 
with a modal age of 19 years. Subjects were predominantly 
white (83%), and a majority (80%) were in their first or 
second year at ISU. 
Assessment Materials 
Subject Self-Report Questionnaire 
The 20-item Subject Self-Report Questionnaire (SSRQ) was 
created for this study to collect basic demographic and 
family background information. Demographic items included 
age, gender, ethnic background, year in college and current 
college grade-point average. Family background items 
included number of siblings, birth order, parent marital 
status, and subject's age at time of their parent's divorce 
(if applicable). Subjects were asked to recall the level or 
extent of drinking problems within their immediate family. 
Subjects were also asked to evaluate the frequency of 
drinking behavior exhibited by their biological parents, a 
method found to produce accurate estimates of family member 
alcoholism in prior studies (Berkowitz & Perkins, 1986; 
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Claydon, 1987; O'Malley, Carey, & Maisto, 1986; Sher & 
Descutner, 1986). In addition, subjects were asked to recall 
whether either parent had been treated for alcoholism. 
Subjects were classified as ACAs if they met any of the 
following criteria: reported that at least one biological 
parent was a problem drinker or an alcoholic; identified one 
or both parents as having been treated for alcoholism; or, 
described either (or both) parent(s) to be a heavy drinker. 
Subjects not meeting any of these three criteria were 
classified as non-ACAs. 
In order to accurately assess subjects who may have been 
raised by persons other than their biological parents, 
subjects were asked to specify the predominant/primary male 
and female caregiver in their family background, and to 
provide an estimate of the number of years they were raised 
by this person (who may or may not be a biological parent). 
Subjects also were asked to evaluate the frequency of 
drinking behavior exhibited by these persons, and to 
indicate the degree of encouragement shown by their primary 
caregivers toward their own alcohol use. 
Family Assessment Device 
The Family Assessment Device (FAD: Epstein, Baldwin, & 
Bishop, 1983) is a 60-item, Likert-type inventory designed 
to assess dimensions of family functioning based on the 
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self-report of individual (adolescent or adult) family 
members. The FAD is based on the McMaster Model of Family 
Functioning (MMFF: Epstein, Bishop, & Levin, 1978) and 
consists of seven scales corresponding to the six specific 
MMFF dimensions of family functioning, as well as a global 
measure of family health. The FAD scales are: (a) Problem 
Solving; (b) Communication; (c) Roles; (d) Affective 
Responsiveness; (e) Affective Involvement; (f) Behavior 
Control; and (g) General Functioning. 
The FAD has been found to have adequate internal 
consistency, to be reliable over short time periods, to be 
unrelated to measures of social desirability, and to 
successfully discriminate between clinical and non-clinical 
families (Fristad, 1989; Grotevant & Carlson, 1989). 
Epstein, Baldwin, and Bishop (1983) reported alpha 
reliabilities for the FAD scales ranging from .72 (Roles) to 
.92 (General Functioning). One-week test-retest 
reliabilities for the FAD ranged from .66 to .76 (Miller et 
al., 1985). Byles, Byrne, Boyle, and Offord (1988) reported 
a split-half reliability coefficient of .83. Miller et al. 
(1985) also reported low correlations (ranging from -.06 to 
-.19) between the FAD scales and the Marlowe-Crowne Social 
Desirability Scale. Several studies have found the FAD to 
have greater clinical sensitivity than other measures of 
family functioning and to provide a valid assessment of 
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family health (Epstein, Baldwin, & Bishop, 1983; Fristad, 
1989; Miller et al., 1985; Perosa & Perosa, 1990). 
Student Substance Use Survev-Modified 
The 43-item SSUS-M was adopted from the SSUS, a 95-item 
measure created by Deisinger (1992) to collect demographic 
and substance use information from a college population. 
The SSUS-M retains a majority of the original SSUS items 
concerning self-reported substance use. Substance use 
information requested includes onset, frequency, amount, and 
duration of alcohol use, motives for alcohol use, 
consequences of alcohol use, and attitudes toward drug use 
issues. This information has been previously organized into 
four scales (Deisinger, 1992). The Alcohol Use scale 
consists of 6 open-ended or variable response questions, 
while the Motives scale (13 items), Attitudes scale (8 
items) and Consequences scale (14 items) require Likert-
style responses. All four scales have been found to have 
acceptable levels of internal consistency (see Deisinger, 
1992), ranging from .71 (Attitudes scale) to .84 
(Consequences scale). Higher scores on the Attitudes scale 
indicate more positive or healthy attitudes toward drinking. 
Higher scores on the Consequences scale indicate a greater 
number of negative consequences (e.g., legal difficulties) 
faced due to alcohol use. For clarity, scores on these two 
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scales will be described as "healthy attitudes toward 
drinking" and "negative consequences experienced due to 
drinking", respectively. 
A factor analysis completed by Deisinger (1992) found 
three unique factors that contribute to the overall Motives 
score. These include: drinking to enhance social behavior 
(social), use of alcohol for stress reduction and 
physiological comfort (self-medicating), and use of alcohol 
to enhance feelings of well-being or excitement (euphoria). 
These subscales were also found to have acceptable levels of 
reliability, with reliabilities of .80 for the social 
subscale (5 items), .71 for the euphoria subscale (4 items), 
and .70 for the self-medicating subscale (4 items). 
The CPI V.3 Structural Scale fSelf-Realization'> 
The v.3 scale (Self-realization) of the California 
Psychological Inventory (CPI; Gough, 1987) consists of 58 
true-false items. Designed to allow for classification of 
persons based on a continuum of psychological health, the 
Self-Realization scale assesses the degree of self-
fulfillment and psychological integration experienced by 
each subject. Gough (1987) reports that high scorers on the 
Self-Realization scale tend to be reflective, capable, and 
optimistic concerning their future. In addition, they are 
viewed as being relatively free of neurotic trends and 
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conflicts, moderate, mature, insightful, and as having a 
wide range of interests. High scorers view themselves to be 
capable, able to cope with everyday stressors, and 
reasonably fulfilled or self-actualized. In contrast, low 
scorers tend to be viewed as unsure of themselves, 
dissatisfied, uncomfortable with uncertainty and complexity, 
and as having a narrow range of interests. Low scorers view 
themselves as lacking resolve, vulnerable to life's 
stressors, and not at all fulfilled or actualized (Gough, 
1987). 
The CPI Self-Realization scale has been shown to have 
adequate internal consistency, to be highly stable over 
time, to be unrelated to measures of social desirability, 
and to have good discriminant and concurrent validity with a 
variety of related measures (Gough, 1987). Gough reported 
internal consistency levels (alphas) of .85 for males, and 
.83 for females; one-year test-retest reliabilities for the 
Self-Realization scale were .75 for males and .71 for 
females. Gough also reported low correlations (.07 for 
males and .22 for females) between the Self-Realization 
scale and the Response Bias scale of the Comrey Personality 
Scales. In addition, the Self-Realization scale has shown 
low or negative correlations with a variety of measures of 
neuroticism, anxiety, impulsivity, aggression and deviance; 
and moderate to high correlations with measures of emotional 
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stability, autonomy, trust, ego strength and personal 
integration (see Gough, 1987). 
Self-Esteem Scale 
The lO-item Self-Esteem Scale (SES: Rosenberg, 1965) 
provides a time-efficient measure of a person's global 
feelings of self-worth and self-acceptance. Item responses 
are based on a 4-point Likert-style response format, with 
higher scores representing higher self-esteem. Several 
studies have shown that a unidimensional factor structure 
underlies the SES (e.g., Hensley, 1977; Simpson & Boyal, 
1975), although others have identified two highly correlated 
factors, with the additional factor reflecting negatively 
worded questions (Dobson, Goudy, Keith, & Powers, 1979; 
Hensley & Roberts, 1976). 
The SES has shown adequate levels of internal 
consistency, stability over short periods of time, and good 
convergent and discriminant validity. Dobson et al. (1979) 
obtained an alpha of .77 for their sample, while Fleming and 
Courtney (1984) reported an alpha of .88. Fleming and 
Courtney (1984) reported the one-week test-retest 
reliability of the SES to be .82. Fleming and Courtney 
(1984) have found negative relationships between the SES and 
several measures associated with low self-regard, including 
anxiety and depression. In addition, these authors reported 
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that SES scores correlate highly with general self-regard, 
social confidence, physical appearance, and school 
abilities. Correlations between the SES and measures of 
social desirability range from .10 (Reynolds, 1988) to .33 
(Fleming & Courtney, 1984). 
Adult Nowicki-Strickland Internal-External Control Scale 
The Adult Nowicki-Strickland Internal-External Control 
Scale (ANSIE: Nowicki & Duke, 1974) is a 40-item scale 
designed to assess perceived locus of control as a 
generalized expectancy of control over events and outcomes. 
This generalized expectancy is conceptualized as being on a 
continuum from internal (belief in maximal personal control 
over the environment) to external (belief in minimal 
personal control over the environment). The 40 ANSIE items 
require yes or no answers, and yield scores ranging from 0 
(internal) to 40 (external). Factor analytic studies have 
reported a large general factor, often characterized as 
"helplessness", which accounts for up to 30% of the scale's 
variance (cited in Nowicki & Duke, 1983). 
The ANSIE has been shown to be internally consistent, to 
have good short-term and modest long-term stability, and to 
be relatively free of a social desirability bias (Nowicki & 
Duke, 1983). In their review of studies on the ANSIE, 
Nowicki and Duke (1983) note that typical split-half 
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reliability indices range from .74 to .86, while test-retest 
reliabilities have varied from .83 (6 week) to .56 (1 year). 
Correlations with the Marlowe-Crowne Social Desirability 
Scale range from .06 to .10 (Nowicki & Duke, 1983). In 
addition, studies have found high correlations between the 
ANSIE and measures of pathology and anxiety, along with low 
correlations between the ANSIE and achievement, lending some 
empirical support to the validity of the ANSIE (Nowicki & 
Duke, 1974, 1983). 
Procedure 
All subjects were informed prior to participation in the 
study that they would be responding to a variety of 
questions concerning family issues and personality 
variables. The study was described in this manner to 
minimize potential self-selection biases. Subject 
participation was completely voluntary, and subjects were 
informed that all personally-identifying data would be kept 
confidential. Data was collected over multiple, hour-long 
sessions by a team of 6 trained research assistants. All 
sessions were held in various classrooms on the ISU campus. 
Subjects were required to participate in only one session. 
The number of participants per session ranged from 5 to 47. 
Subjects were given extra credit for their participation, 
and debriefed via a written statement. 
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The materials distributed to each subject consisted of 
three sections (see Appendix A). The first document 
provided to subjects was an informed consent form. Subjects 
were informed as to the nature of the testing session, and 
their rights in regard to voluntary participation and 
confidentiality. To ensure that subjects attended to the 
content of the informed consent form, it was read aloud by 
the researcher. The signed informed consent forms were then 
collected and kept separate from all other research 
materials to maintain the anonymity of subjects' responses. 
The second section of materials provided to subjects 
consisted of the Student Self-Report Questionnaire (SSRQ), 
the Family Assessment Device (FAD), the Student Substance 
Use Survey- Modified (SSUS-M), the v.3 Structural Scale of 
the California Psychological Inventory (CPI), the Self-
Esteem Scale (SES), and the Adult Nowicki-Strickland 
Internal-External Control Scale (ANSIE). To control for 
subject response bias, the ordering of these instruments was 
chosen randomly on a per subject basis. Subjects were 
instructed to respond to the instruments in the order in 
which they were presented. 
After returning all completed materials to the 
researcher in charge of the session, subjects were provided 
with the third section of research materials. This section 
included a debriefing statement that provided a general 
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description of the purpose of the study and thanked subjects 
for their participation (see Appendix B). As the research 
materials inquired about several areas of possible emotional 
concerns, subjects were provided with information about 
campus resources available to them through the ISU 
Counseling Service and the ISU Substance Abuse Program. The 
statement also provided the name, address and phone number 
of the principal researcher. Finally, subjects were given 
extra credit slips for their participation in the study. 
Data Analyses 
Analyses were computed using the SPSS-X computer 
program. Cronbach's Coefficient Alphas, Kuder-Richardson 
Formula 20 reliabilities, Multivariate Analyses of Variance 
(MANOVAs), Analyses of Variance (ANOVAs), t-tests for mean 
differences, Chi-square tests for Independence, Pearson 
correlations. Regression analyses, and Linear Structural 
Relationships (LISREL VII: Joreskog & Sorbom, 1989) analyses 
were used in the present study. 
Given the large number of analyses conducted within this 
study, a cautious general analytical strategy was adopted to 
control for a potentially large family-wise error rate. 
Using guidelines suggested by Howell (1987), a posteriori 
comparisons on large groups of variables were conducted only 
if a significant £ for the overall MANOVA (or ANOVA) was 
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found. Further, within each group of multiple t-test 
comparisons, the Bonferroni t modification was used to 
calculate the probability levels within each group of 
multiple comparisons, to ensure that the probability of Type 
I error does not exceed the .05 level of significance. This 
modification was used for the comparisons summarized in 
Tables 20, 21, and 26. 
In addition to controlling for the family-wise error 
rate, attempts were made to control for the potential 
multicollinearity (or overlap) between the study variables. 
To minimize these problems, correlational patterns among the 
dependent and independent variables were examined. Where 
possible, highly correlated variables were either 
represented by one variable (e.g., general family 
functioning) or were redefined as part of one composite 
variable (e.g., motives for drinking, psychological health). 
Such techniques were of crucial importance in defining the 
appropriate variables for the regression and LISREL 
analyses. 
Research Hypotheses 
The following hypotheses were tested: 
1. Family functioning was expected to be a significant 
predictor of psychological adjustment among college 
students. Specifically, higher levels of general family 
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functioning was expected to be a significant predictor of a 
composite score indicating greater self-esteem, higher 
perceived level of internal locus of control, and greater 
levels of self-realization. No significant differences in 
psychological adjustment were expected due to gender or 
parental alcoholism. 
2. Family alcohol involvement variables, as well as 
individual motives and attitudes toward alcohol use, were 
expected to be significant predictors of alcohol use 
outcomes among college students. Specifically, it was 
hypothesized that greater reported degree of drinking by 
biological parent(s) and primary caregiver(s), more 
extensive overall family involvement with alcohol, caregiver 
encouragement of alcohol use, greater individual motive to 
use alcohol, and individual attitudes favoring alcohol use 
would be significant predictors of problematic alcohol use. 
In addition, it was predicted that males would report 
significantly greater problematic alcohol use than females. 
3. ACAs were expected to report significantly greater 
family involvement with alcohol than non-ACAs. 
4. Results of the within-ACA group comparisons were 
expected to be similar to those obtained within the overall 
group. Therefore, it was expected that general family 
functioning would mediate the relationship between parental 
alcoholism and psychological health, while variables 
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indicating greater levels of family involvement with 
alcohol, as well as individual motives and attitudes toward 
alcohol use, would mediate the relationship between parental 
alcoholism and ACA alcohol use. It was further predicted 
that gender would moderate the relationship between parental 
alcoholism and ACA alcohol use, with male ACAs expected to 
report greater alcohol use than female ACAs. 
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RESULTS 
The results of this study are presented in twelve 
distinct sections. These sections have been arranged to 
summarize the findings of the research questions posed on 
pages 38-39. To aid the reader, each research question has 
been listed prior to the section(s) of relevance. The 
initial section provides an evaluation of the research 
instrument reliabilities. Section two provides an 
examination of the relationships between the study 
variables, specifically the correlations within the 
predictor variables, the correlations within the dependent 
variables, and the correlations between the dependent and 
independent variables. Following the correlational 
analyses, sections three and four include an identification, 
via regression analyses, of the salient predictors of 
psychological health and problematic alcohol use among 
college students. 
The fifth through ninth sections include an evaluation 
of the differences within the dependent variables 
attributable to gender, parental alcoholism, and family 
functioning, as well as an examination of the interaction 
effects between gender, parental alcoholism, and family 
functioning. Sections ten and eleven include regression 
analyses of the salient predictors of psychological health 
and problematic alcohol use among ACAs. Finally, section 
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twelve includes an examination of the resulting structural 
equation models of the relations between parental 
alcoholism, family functioning and gender with psychological 
health and alcohol involvement. 
Reliability of Research Instruments 
Internal consistency for each research instrument was 
determined via Cronbach's coefficient alpha or Kuder-
Richardson formula 20 (KR-20) calculations. With the 
exception of the Affective Involvement and Behavioral 
Control scales of the Family Assessment Device, all scales 
were found to have reliability coefficients over .70. 
Results of the reliability analyses are presented in Tables 
3 through 5. 
Research question 1. What are the salient predictors of 
psychological health and problematic alcohol use among 
college students? 
Relationships Between the Study Variables 
Correlations Within the Predictor Variables 
Correlations among the family involvement with alcohol 
variables are listed in Table 6. Most notable are the 
positive correlations between the caregiver drinking 
variables and overall family alcohol involvement, as well as 
negative correlations between caregiver drinking and 
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caregiver discouragement of alcohol use. Intercorrelations 
among the FAD scales are listed in Table 7. Scale 
intercorrelations were large (median e = .52), with the 
highest correlations found between the General Functioning 
scale and the remaining scales. These results suggest a 
high degree of interdependence among the scales, and that 
the General Functioning scale of the FAD is sensitive to 
family functioning in a variety of areas, including problem-
solving and communication patterns. 
Table 3. Internal consistency, means, and standard 
deviations of the FAD (H = 543) 
Number 
Scale Alpha M SB of Items 
PS .73 14.18 2.37 5 
c .72 17.11 2.82 6 
R .74 22.55 3.39 8 
AR .84 16.62 3.69 6 
AI .51 19.41 2.56 7 
BC .68 24.04 3.35 8 
GF .92 37.10 6.80 12 
Total FAD .95 175.10 22.92 60 
Nqte. FAD = Family Assessment Device; PS = Problem-
Solving; c = Communication; R = Roles; AR = Affective 
Responsiveness; AI = Affective Involvement; BC = 
Behavioral control; GF = General Functioning. 
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Table 4. Internal consistency, means, and standard 
deviations of the ANSIE, CPI v.3 Structural 
Scale, and SES (N = 543) 
Alpha or Number 
Scale KR-20 M SD of Items 
ANSIE .71 (KR-20) 29.76 4.63 40 
CPI v.3 .84 (KR-20) 32.66 8.43 58 
SES .89 (Alpha) 32.58 5.19 10 
Note. ANSIE = Adult Nowicki-Strickland Internal-External 
Locus of Control Scale; CPI v.3 = California Psychological 
Inventory v.3 Structural Scale; SES = Self-esteem Scale; 
KR-20 = Kuder-Richardson Formula 20; Alpha = Cronbach 
Coefficient Alpha. 
Table 5. Internal consistency, means, and standard 
deviations of the SSUS-M (N = 543) 
Scale Alpha M SD 
Number 
of Items 
Alcohol Use .82 9, .11 4, .11 4 
Motives .86 30, .81 11, .79 13 
Social .73 12, .19 4, .91 5 
Self-Med .71 8. 10 4. 06 4 
Euphoria .71 10. 52 4. 65 4 
Consequences .86 22. 69 8, .66 14 
Attitudes .75 30 .81 5 .03 8 
Total SSUS-M .88 93, .42 19, .89 39 
Note. SSUS-M = Student Substance Use Survey-Modified; 
Self-Med = Self-Medicating. 
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Table 6. Correlations of the family involvement with 
alcohol variables (N = 543) 
DADALC MOMALC PMAALC PFEALC FAMALC CADISC 
DADALC 1.00 .31** .59** .24** .13** -.15** 
MOMALC •
 
o
 
o
 
.26** .68** .12** -.17** 
PMAALC 1.00 .35** .11** -.15** 
PFEALC 1.00 .08 -.20** 
FAMALC 1.00 -.04 
CADISC 1.00 
Note. DADALC = degree of drinking by biological father; 
MOMALC = degree of drinking by biological mother; PMAALC = 
degree of drinking by primary male caregiver; PFEALC = 
degree of drinking by primary female caregiver; FAMALC = 
overall family alcohol involvement; CADISC = caregiver 
discouragement of alcohol use. 
**E < .01. 
Similar results can be seen in Table 8, which lists 
the correlations within the motives and attitudes scales. 
In particular, the overall Motives scale appears to be a 
solid composite of the social, self-medicating, and euphoria 
subscales within its domain. Large, significant negative 
correlations were found between the Attitudes scale and the 
Motives scale and subscales. 
Tables 9 and 10 list the correlations between the 
predictor variables within different categories. Findings 
include significant positive correlations between the family 
functioning variables and positive attitudes toward alcohol 
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Table 7. Correlations of the family functioning variables 
(N = 543) 
PS R C AR AI BC GF 
PS 1.00 .62** .67** .71** .49** .39** . 80** 
R 1.00 .48** .57** .52** .49** .72** 
C 1.00 .57** .41** .38** .66** 
AR 1.00 .52** .40** . 77** 
AI 1.00 . 33** .60** 
BC 1.00 .43** 
GF 1.00 
Note. FAD = Family Assessment Device; PS = Problem-Solving; 
C = Communication; R = Roles; AR = Affective Responsiveness; 
AI = Affective Involvement; BC = Behavioral Control; GF = 
General Functioning. 
**E < .01. 
Table 8. Correlations of the motives/attitudes toward 
alcohol use variables (N = 543) 
MOT SOCMOT SELMOT EUPMOT ATT 
MOT 1.00 .85** .86** .87** -.54** 
SOCMOT 1.00 .67** .60** -.46** 
SELMOT 1.00 .61** -.42** 
EUPMOT 1.00 -.53** 
ATT 1.00 
Note. MOT = Motives for drinking; SOCMOT = Social motives 
for alcohol use; SELMOT = Self-medicating motives for 
alcohol use; EUPMOT = Euphoria motives for alcohol use; 
ATT = Healthy attitudes toward alcohol use. 
**E < .01. 
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Table 9. Correlations of the family functioning variables 
with the other predictor variables (N = 543) 
PS R C AR AI BC GF 
DADALC 
CO 0
 • 1 -.15** 
in o
 • -.01 -.06 -.04 -.13** 
MOMALC -.01 -.09* 1 • o
 
.04 -.11** -.01 -.05 
PMAALC -.02 -.12** .00 .04 -.01 -.04 1 • o
 
PFEALC .00 -.01 .00 .05 -.03 .04 -.01 
FAMALC -.14** -.18** -.10* -.12** -.12** 
in o
 • -.14** 
CADISC .03 
o
 
o
 • .04 .04 
o
 
o
 • .18** .01 
NOSIBS -.09* -.11* -.08* -.15** 1 • o
 
-.10* -.14** 
MOT -.12** -.15** -.08 -.14** -.11** -.22** -.13** 
SOCMOT -.10* -.15** -.11** -.15** -.09* -.21** -.12** 
SELMOT -.15** -.18** -.11* -.16** -.13** -.21** -.16** 
EUPMOT 
CO o
 • -.09* 1 • O
 
U)
 
-.09* -.08* -.16** -.08 
ATT .19** .22** .18** .26** . 27** .32** .23** 
Note. PS = Problem-Solving; C = Communication; R = Roles; 
AR = Affective Responsiveness; AI = Affective Involvement; 
BC = Behavioral Control; GF = General Functioning; DADALC = 
degree of drinking by biological father; MOMALC = degree of 
drinking by biological mother; PMAALC = degree of drinking 
by primary male caregiver; PFEALC = degree of drinking by 
primary female caregiver; FAMALC = overall family alcohol 
involvement; CADISC = caregiver discouragement of alcohol 
use; NOSIBS = Number of siblings; MOT = Motives for 
drinking; SOCMOT = Social motives for alcohol use; SELMOT = 
Self-medicating motives for alcohol use; EUPMOT = Euphoria 
motives for alcohol use; ATT = Healthy attitudes toward 
alcohol use. 
*E < .05. **p < .01. 
60 
Table 10. Correlations of the family involvement with 
alcohol variables and the motives/attitudes 
toward alcohol use variables (N = 543) 
MOT SOCMOT SELMOT EUPMOT ATT 
DADALC .15** .15** .11** .13** -.12** 
MOMALC .12** .09* .07 .14** -.08* 
PMAALC .06 .05 .03 .06 -.06 
PFEALC .07 .04 .04 .08 -.04 
FAMALC .04 .04 .06 •
 
o
 
CO
 
-.05 
CADISC -.14** -.14** -.15** -.08 .18** 
Note. MOT = Motives for drinking; SOCMOT = Social motives 
for alcohol use; SELMOT = Self-medicating motives for 
alcohol use; EUPMOT = Euphoria motives for alcohol use; 
ATT = Healthy attitudes toward alcohol use. 
**E < .01. 
and drug use, as well as negative correlations between these 
variables and overall family alcohol involvement, number of 
siblings, and motives for alcohol use. Of the group of 
family involvement with alcohol variables, overall family 
alcohol involvement (as measured by the number of first 
degree relatives with a drinking problem) is most 
consistently negatively correlated with family functioning. 
As might be expected, caregiver discouragement of alcohol 
use was found to be significantly negatively correlated with 
each of the motives for drinking scales. 
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In addition to those listed above, correlations between 
the subject background variable, number of siblings, were 
also obtained. Correlations between number of siblings and 
the family functioning variables are listed in Table 9. 
With the exception of the social motives for drinking 
subscale (r = .10, p < .05), number of siblings did not 
significantly correlate with any of the remaining predictor 
variables. 
Correlations within the Dependent Variables 
Within the dependent variables, strong correlations were 
found between self-esteem, internal locus of control, and 
self-realization. It was determined that the three 
variables were highly correlated and interdependent. An 
examination of the correlations between the three variables 
and other dependent and predictor variables showed highly 
similar correlational patterns. Standardized scores were 
computed for each variable. A composite variable, 
psychological health, was then calculated based on a 
summation of equally-weighted ^-scores of each individual's 
self-esteem, internal locus of control, and self-realization 
scales. 
A similar pattern of interdependence and high correlation 
was also noted for the alcohol use and consequences of use 
variables. Standardized scores were computed for each 
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variable. A composite variable, problematic alcohol use, 
was then calculated based on a summation of equally-weighted 
z.-scores of each individual's alcohol use and consequences 
of use scales. Correlations of the dependent variables, 
including the two composite variables, are listed in Table 
11. As can be seen in the table, relatively small 
correlations were found between the psychological health 
variables and the alcohol use variables (median £ = -.08), 
indicating some variability in the relationship between 
psychological health and alcohol use. 
Table 11. Correlations of the dependent variables (Ji = 543) 
PSYHLTH SESTEEM INTLOC SREALIZ PROBALC ALCUSE CONSEQ 
PSYHLTH 1.00 .76** .82** .82** -.11* -.08 -.12** 
SESTEEM 1.00 .41** .41** -.08 -.05 -.09* 
INTLOC 1.00 .55** -.08 -.08 -.08 
SREALIZ 1.00 -.10* -.07 -.12** 
PROBALC 1.00 .94** .94** 
ALCUSE 1.00 .76** 
CONSEQ 1.00 
Note. PSYHLTH = Psychological health; SESTEEM = Self-esteem; 
INTLOC = Internal locus of control; SREALIZ = Self-
realization; PROBALC = Problematic alcohol use; ALCUSE = 
Alcohol use; CONSEQ = Negative consequences experienced due 
to alcohol use. 
*E < .05. **p < .01. 
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Correlations between the Dependent and Predictor Variables 
An examination of the correlations between the dependent 
and independent variables (see Table 12) indicates that 
while the psychological health variables were significantly 
correlated with family functioning variables, in general, 
they were not significantly correlated with parental or 
primary caregiver drinking. In contrast, the dependent 
variables indicating problematic alcohol use were found to 
be significantly correlated with parental drinking and to a 
lesser extent, also were correlated with primary caregiver 
drinking. 
The psychological health variables were found to be 
positively correlated with healthy attitudes towards 
drinking and drug use, and negatively correlated with 
motives for alcohol use. Significant negative correlations 
were found between the family functioning variables and 
negative consequences of drinking, but not with alcohol use. 
However, both alcohol use and negative consequences of 
alcohol use were found to be significantly negatively 
correlated with caregiver discouragement of alcohol use. 
Predictors of Psychological Health 
Using psychological health as the criterion variable, 
two multiple regression analyses were computed to determine 
the salient predictors of psychological health among college 
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Table 12. Correlations of the dependent and predictor 
variables (N = 543) 
PSYHLTH SESTEEM INTLOC SREALIZ PROBALC ALCUSE CONSEQ 
Family alcohol involvement 
DADALC -.09* -.08 -.12** -.01 .19** . 22** .14** 
MOMALC -.05 -.03 -.07 -.03 .16** . 17** .12** 
PMAALC -.09* -.05 -.11** -.05 .10* .11** .07 
PFEALC -.00 .05 -.05 .00 .10* .12** .07 
FAMALC -.11* -.05 -.15** .06 .09* .06 .11** 
CADISC .09 .10* .08 .03 -.14** -.13** -.13** 
NOSIBS -.07 -.10* -.08 .01 .06 .03 .08 
Motives/Attitudes toward alcohol use 
MOT -.15** -.13** -.09* -.14** .76** .69** .74** 
SOCMOT -.18** -.14** -.11** -.18** .61** .55** .61** 
SELMOT -.20** -.18** -.10* -.20** .59** .50** .61** 
EUPMOT -.05 -.06 -.03 -.03 .75** .72** .69** 
ATT .15** .13** .12** .13** -.56** -.55** -.50** 
Family functionina 
PS .31** . 32** . 28** .14** -.10* -.07 -.12** 
R .45** . 39** .37** . 32** -.10* -.06 -.15** 
C . 32** . 32** .27** .18** -.10* -.07 -.08 
AR . 33** .29** .29** .21** -.11* -.09* -.14** 
AI . 30** .26** . 29** .18** -.07 -.08 -.11* 
BC .37** . 30** .31** .28** -.19** -.15** -.22** 
GF .41** .36** .36** .25** -.10* -.07 -.13** 
Note. PSYHLTH = Psychological health; SESTEEM = Self-esteem; 
INTLOC = Internal locus of control; SREALIZ = Self-
realization; PROBALC = Problematic alcohol use; ALCUSE = 
Alcohol use; CONSEQ = Negative consequences experienced due 
to alcohol use; DADALC = degree of drinking by biological 
father; MOMALC = degree of drinking by biological mother; 
PMAALC = degree of drinking by primary male caregiver; 
PFEALC = degree of drinking by primary female caregiver; 
FAMALC = overall family alcohol involvement; CADISC = 
caregiver discouragement of alcohol use; NOSIBS = number of 
siblings; MOT = motives for drinking; SOCMOT = Social 
motives for alcohol use; SELMOT = Self-medicating motives 
for alcohol use; EUPMOT = Euphoria motives for alcohol use; 
ATT = healthy attitudes toward drinking; PS = Problem-
solving; R = Role behaviors; C = Communication; AR = 
Affective Responsiveness; AI = Affective Involvement; EC = 
Behavior Control; GF = General Family Functioning. 
*E < .05. **p < .01. 
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students. All regression analyses included computation of 
multiple R and an examination of resulting standardized beta 
weights, to allow for easier comparison of the predictor 
variables (Huck, Cormier, & Bounds, 1974). Full-fit 
multiple regression procedures were used because of the 
exploratory nature of the analyses and because of the lack 
of any clearly logical hierachical ordering of the predictor 
variables. 
To control for problems associated with 
multicollinearity, the composite variables of motives for 
drinking and psychological health were used in the 
regression analyses. In addition, the general functioning 
scale of the FAD was used as the sole indicator of family 
functioning due to the high intercorrelations within the FAD 
scales. Correlations of the specific scales or subscales 
within these variables are listed in Tables 7, 8, and 11. 
Variables for all regression analyses were chosen based on 
two criteria: 1) having a significant correlation with the 
dependent variable, and 2) logically able to have preceded, 
and perhaps influenced, the dependent variable. In addition 
to the correlations listed in Table 12, one additional 
variable, birth order, was found (via ANOVA) to be non-
significantly linked with psychological health, F(3,538) = 
.95, E > *05, or problematic alcohol use, F(3,538) = 2.23, 
E > .05, and was not included in further analyses. 
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The first regression analysis involved an examination of 
4 predictor variables including parental alcoholism, gender, 
overall family alcoholism, and family functioning. The 
obtained was .17, F(4,536) = 27.42, p < .001, indicating 
that the 4 predictors account for 17% of the variance in 
psychological health scores. Standardized beta weights for 
each of the variables, as well as their correlations with 
psychological health, are listed in Table 13. 
In the second regression analysis, which examined only 
those subjects whose biological parents were divorced or 
separated, 3 variables were included in addition to the 4 
variables in the first analysis in order to analyse the 
effects of parental separation on psychological health. 
Predictor variables in this analysis included degree of 
drinking by primary female caregiver, degree of drinking by 
Table 13. Standardized beta weights and correlations of 
predictor variables with psychological health 
(N = 543) 
Predictor Beta Weight Correlation with 
Note. Adjusted = .16; ACA = Parental alcoholism 
(Yes/No); GF = General Family Functioning; FAMALC = Overall 
family alcohol involvement. 
* Significant t < .001. 
Psychological Health 
GENDER 
ACA 
GF 
FAMALC 
04 
01 
41* 
05 
00 
06 
41 
11 
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primary male caregiver, years separated from biological 
parent, general family functioning, gender, parental 
alcoholism, and overall family alcohol involvement. The 
obtained was .20, £(7,91) = 3.29, e <.01, thus the 7 
predictors in the regression equation account for 20% of the 
variance in psychological health scores. Standardized beta 
weights for each of the variables, and their correlations 
with psychological health, are listed in Table 14. 
Predictors of Problematic Alcohol Use 
Using problematic alcohol use as the criterion variable, 
two multiple regression analyses were computed to determine 
the salient predictors of problematic alcohol use among 
college students. The first regression analysis involved an 
examination of 8 predictor variables including gender, 
parental alcoholism, general family functioning, overall 
family alcohol involvement, psychological health, caregiver 
discouragement of drinking, healthy attitudes toward alcohol 
use, and motives for alcohol use. The obtained was .62, 
£(8,532) = 108.48, E < .001, indicating that the 8 variables 
account for 62% of the variance in problematic alcohol use 
scores. Standardized beta weights for each of the 8 
variables are listed in Table 15. 
In the second regression analysis, which examined only 
those subjects whose biological parents were divorced or 
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Table 14. Standardized beta weights and correlations of 
predictor variables with psychological health 
among subjects with divorced/ separated parents 
(N = 121) 
Predictor Beta Weight Correlation with 
Psychological Health 
GENDER .05 -.03 
ACA .08 -.02 
GF .44* .39 
FAMALC -.19 -.15 
YRSSEP -.04 .00 
PMAALC -.07 .00 
PFEALC .01 .08 
Note. Adjusted = .14; ACA = Parental alcoholism (Yes/No); 
GF = General family functioning; FAMALC = Overall family 
alcohol involvement; YRSSEP = Years separated from 
biological parent(s); PMAALC = Degree of drinking by primary 
male caregiver; PFEALC = Degree of drinking by primary 
female caregiver. 
* Significant t < .001. 
separated, 3 variables were included (in addition to the 8 
variables within the above analysis) in order to examine the 
effects of parental separation on problematic alcohol use. 
Predictor variables in this analysis included gender, 
parental alcoholism, general family functioning, years 
separated from biological parent, degree of drinking by 
primary male caregiver, degree of drinking by primary female 
caregiver, psychological health, caregiver discouragement of 
alcohol use, overall family alcohol involvement, healthy 
attitudes toward alcohol use, and motives for alcohol use. 
The obtained was .68, F(ll,87) = 16.80, p < .001, 
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Table 15. Standardized beta weights and correlations of 
predictor variables with problematic alcohol use 
(N = 543) 
Predictor Beta Weight Correlation with 
Problematic Alcohol Use 
GENDER .09* .17 
ACA .03 .09 
GF .06 -.10 
PSYHLTH .00 -.11 
CADISC -.01 -.14 
FAMALC .06 .09 
ATT -.20** -.56 
MOT .65** .76 
Note. Adjusted = .61; ACA = Parental alcoholism 
(Yes/No); GF = General family functioning; PSYHLTH = 
Psychological health; CADISC = Caregiver discouragement of 
alcohol use; FAMALC = Overall family alcohol involvement; 
ATT = Healthy attitudes towards drinking; MOT = Motives for 
drinking. 
* Significant t < .05. ** Significant t < .001. 
indicating that the 11 predictors included in the regression 
equation account for 68% of the variance in problematic 
alcohol use scores. Standardized beta weights for each of 
the predictors are listed in Table 16. 
In summary, results of the above regression analyses 
indicate that gender and attitudes and motives for alcohol 
use are salient predictors of problematic alcohol use among 
college students. In particular, the motives variable shows 
extremely high predictive value. In contrast, parental 
alcoholism was not found to be a significant predictor of 
problematic alcohol use. 
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Table 16. Standardized beta weights and correlations of 
predictor variables with problematic alcohol use 
among subjects with divorced/separated parents 
(N = 121) 
Predictor Beta Weight Correlation with 
Problematic Alcohol Use 
GENDER .20* .26 
ACA .10 .16 
GF .13 -.05 
YRSSEP -.07 -.11 
PMAALC -.00 .07 
PFEALC .09 .11 
PSYHLTH -.06 -.18 
CADISC -.04 -.24 
FAMALC .07 .17 
ATT .13 -.66 
MOT .60** .76 
Note. Adjusted = .64; ACA = Parental alcoholism (Yes/No); 
GF = General family functioning; YRSSEP = Years separated 
from biological parent(s);= PMAALC = Degree of drinking by 
primary male caregiver; PFEALC = Degree of drinking by 
primary female caregiver; PSYHLTH = Psychological health; 
CADISC = Caregiver discouragement of alcohol use; FAMALC = 
Overall family alcohol involvement; ATT = Healthy attitudes 
towards drinking; MOT = Motives for drinking. 
* Significant t < .01. ** Significant t < .001. 
Research question 2. How do these predictor variables 
differ in regard to gender and parental alcoholism? 
Research question 3. What is the relationship of 
parental alcoholism, gender, and general family functioning 
to self-esteem, perceived locus of control, self-
realization, and substance use among college students? 
Gender Comparisons 
Gender differences on the study variables, assessed via 
MANOVAs and follow-up ANOVAs, are summarized in Tables 17-
19. In general, females reported higher levels of family 
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functioning and lower levels of alcohol use and negative 
consequences due to alcohol use than did males; no 
significant gender differences were found on self-esteem, 
F(1,538) = 3.46, £ > .05, locus of control, F(1,538) = 1.59, 
E > .05, or self-realization, F(1,538) = 0.52, e > *05. 
Females reported higher levels of general family functioning 
(M = 37.71 versus M = 36.01) than did males, F(1,538) = 
5.50, E < .01. Differences between males and females on 
reported caregiver encouragement/ discouragement 
of alcohol use were not significant, based on the results of 
Table 17. Gender differences on family functioning 
variables 
Female 
(n = 348) 
Male 
(n = 195) 
Variable M M SD F(l,538) E 
PS 14.30 2.53 13.96 2.03 2.51 .114 
C 17.36 2.86 16.66 2.68 7.82 .005 
R 22.60 3.54 22.45 3.13 0.27 .605 
AR 17.30 3.77 15.40 3.23 35.09 .000 
AI 19.79 2.61 18.74 2.34 21.77 .000 
BC 27.77 3.62 26.80 3.52 9.18 .003 
GF 37.71 7.14 36.01 6.02 7.90 .005 
Note. MANOVA Overall F(7,535) = 10.83, E = .000. PS = 
Problem-Solving; C = Communication; R = Roles; AR = 
Affective Responsiveness; AI = Affective Involvement; BC = 
Behavioral Control; GF = General Functioning. 
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Table 18. Gender differences on self-esteem, locus of 
control, and self-realization 
Female Male 
(n = 348) (n = 195) 
Variable M ^ M ^ F( 1,538) e 
SESTEEM 32.27 5.25 33.13 5.05 3.46 .063 
INTLOC 29.85 4.45 29.55 4.91 1.59 .208 
SREALIZ 33.00 8.36 32.05 8.53 0.52 .469 
Note. MANOVA Overall F(3,538) = 3.00, E = .030. SESTEEM 
Self-esteem; INTLOC = Internal locus of control; SREALIZ = 
Self-realization. 
Table 19. Gender differences in alcohol use and involvement 
Female Male 
(n = 348) (n = 195) 
Variable M SD M m F( 1,538) e 
ALCUSE 8. 52 3, .43 10, .15 4. 95 20. 27 .000 
MOT 27. 89 10. 60 29. ,59 11. ,12 3, .09 .079 
CONSEQ 21, .86 7, . 66 24, .17 10, .05 8. 99 .003 
ATT 31. 72 4. 80 29. 20 5. 04 33. ,10 .000 
Note. MANOVA Overall F(4,538) = 11.35, E = .000. ALCUSE = 
Alcohol use; MOT = motives for drinking; CONSEQ = Negative 
consequences experienced due to alcohol use; ATT = healthy 
attitudes toward drinking. 
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a 2 (gender: male or female) X 5 (degree of caregiver 
encouragement of alcohol use) (4, N = 542) = 2.74, 
E > .05. In addition, among students who had previously 
obtained a grade point average (based on a scale of 0-4 
points), females (N = 213) reported significantly higher 
CPAs than males (N = 135) (M = 2.88 versus M = 2.69), t(346) 
= 2.83, E < *01. 
Gender differences on specific alcohol use, healthy 
attitudes toward alcohol use, and consequences of alcohol 
use were analysed via a series of t-test comparisons. 
Results of these analyses are summari2ed in Tables 20 and 
21. Male subjects reported heavier use of alcohol per 
drinking occasion than did females (M = 2.37 versus 15 = 
1.84), t (541) = 5.63, £ < .002, and also reported heavier 
alcohol use on a per week estimate (M = 2.74 versus M = 
1.85), t (541) = .55, E < .002. 
In addition, males reported a significantly greater 
frequency of legal problems, property damage, physical and 
verbal fighting while drinking than did females. Males also 
scored significantly higher than females on the social (Jl = 
12.95 versus H = 11.76), £(1,541) = 7.49, E < .01, and self-
medicating (M = 8.68 versus M = 7.77), E(1,541) = 6.36, £ < 
.05, subscales of the Motives for drinking scale. No 
significant differences between males and females were found 
on the euphoria subscale, £(1,541) = 0.00, e > -OS* 
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Table 20. Gender differences on specific alcohol use and 
attitudes toward drinking items 
Scale 
Female Male 
(n = 348) (n = 195) 
Item M ^ M SD t(541) 
ALCUSE 
DRK/OCC 1.84 0.82 2.37 1.40 -5.63* 
DRK/WK 1.85 1.41 2.74 2.31 -5.55* 
FREQDRK 1.93 0.78 2.10 0.83 -2.37 
LNTHDRK 2.89 1.14 2.93 1.18 -0.39 
ATT 
TALKWFRIEND 4.47 0.66 4.28 0.77 2.91 
SUGGESTCOUNS 4.17 0.88 3.87 0.99 3.71* 
TALKWCOUNS 3.76 1.03 3.44 1.12 3.31* 
DRUGUSEUNACC 4.07 1.11 3.89 1.16 1.81 
ATTENDSOCIAL 3.48 1.16 2.94 1.13 5.22* 
SOCEVENTENJOY 3.30 1.13 2.83 1.15 4.68* 
DWIUNACCEPT 4.56 0.87 4.35 0.95 2.64 
GETTINGDRUNK 3.91 1.09 3.60 1.17 3.05* 
Note. ALCUSE ANOVA Overall £(1,538) = 16.89, E = .000; ATT 
ANOVA overall £(1,538) = 20.32, p = .000; ALCUSE = Alcohol 
use; DRK/OCC = Average number of drinks per occasion; DRK/WK 
= Average number of drinks per week; FREQDRK = Frequency of 
alcohol use; LNTHDRK = Length of typical drinking situation; 
ATT = healthy attitudes toward drinking; TALKWFRIEND = 
Willingness to talk with a friend having trouble with 
alcohol or other drugs; SUGGESTCOUNS = Willingness to refer 
friend to counselor; TALKWCOUNS = Willingness to talk with a 
counselor about friend's alcohol or drug problem; 
DRUGUSEUNACC = Strength of belief that drug use is 
unacceptable; ATTENDSOCIAL" = Indicate that more likely to 
attend social gathering if alcohol served; SOCEVENTENJOY" = 
Indicate that alcohol helps make social events more 
enjoyable; DWIUNACCEPT= Strength of belief that drinking and 
driving is unacceptable; GETTINGDRUNK" = Indicate that 
getting drunk is a good enough reason for drinking. 
"These items are reverse-scored, higher scores indicate 
greater disagreement with the item. 
*P < .002, significant difference based on Bonferroni t 
correction for multiple comparisons. 
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Table 21. Gender differences on frequency of specific 
consequences of alcohol use 
Female Male 
(n = 348) (n = 195) 
Item M SD M ^ t(541) 
LOWER GRADE 1.26 0.70 1.39 0.85 -1.98 
DRIVEN INTOX 1.92 1.19 2.26 1.39 -2.94 
MISSED CLASS 1.50 1.04 1.60 1.14 -1.04 
FELT ISOLATED 1.43 0.89 1.53 1.01 -1.19 
FELT DEPRESSED 1.76 1.15 1.62 1.04 1.45 
LEGAL PROBLEMS 1.16 0.54 1.38 0.80 -3.88* 
PHYSICAL FIGHT 1.09 0.41 1.38 0.85 -5.39* 
VERBAL FIGHT 1.65 1.02 1.96 1.29 -3.05* 
FELT HAD ALCPROB 1.18 0.68 1.40 0.94 -3.09* 
DAMAGED PROPERTY 1.16 0.54 1.69 1.07 -7.61* 
PASSED OUT 2.04 1.27 2.14 1.39 -0.81 
BLACKED OUT 2.13 1.29 2.24 1.38 -0.87 
SEXUAL INTCOURSE 2.41 1.49 2.52 1.59 -0.78 
FORCED INTCOURSE 1.16 0.50 1.07 0.34 2.28 
Note. CONSEQ ANOVA Overall F(l,538) = 9.32, £ = .002. 
*E < .002, significant difference based on Bonferroni t 
correction for multiple comparisons. 
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ACA Versus Non-ACA Comparisons 
Adult children of alcoholics were three times more 
likely than adult children of non-alcoholics to have parents 
who were divorced or separated (52% versus 17%). These 
differences were found to be significant based on a 2 (ACA 
or non-ACA) X 3 (Parent married/divorced/separated) (2, N 
= 542) = 49.76, E < .000. Two 2 (ACA or non-ACA) x 6 
(caregiver type) comparisons were conducted to assess 
differences in type of primary caregiver. ACAs were more 
likely to be raised by someone other than their biological 
father (27% versus 11%), X^ (5, N = 542) = 20.08, E < .01; 
or biological mother (10% versus 3%), X^ (5, N = 542) = 
31.23, E < .001. ACAs also indicated greater overall family 
involvement with alcohol (i.e., number of first-degree 
relatives with an alcohol problem), t(540) =2.67, 
E < .01. Among students who had previously obtained a grade 
point average (based on a scale of 0-4 points), ACAs (N = 
58) reported slightly lower CPAs than non-ACAs (N = 290) (M 
= 2.74 versus M = 2.82), however this difference was not 
significant, t(346) = .91, e > -05. 
Differences between ACAs and non-ACAs, obtained via 
MANOVAs and follow-up ANOVAs, are summarized in Tables 22-
25. When compared with non-ACAs, ACAs reported lower levels 
of general family functioning (M = 34.72 versus M = 37.51), 
F (1,538) = 11.97, E < .01. A 2 (ACA or non-ACA) X 5 
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Table 22. Effect of parental alcoholism on family 
functioning variables 
Non-
(n = 
-ACA 
460) (n 
ACA 
= 82) 
Variable M M SD F(l,538) £ 
PS 14.27 2.27 13.68 2.83 4.23 .040 
C 17.22 2.71 16.44 3.32 5.41 .020 
R 22.74 3.29 21.45 3.77 10.12 .002 
AR 16.67 3.64 16.26 3.99 0.88 .348 
AI 19.50 2.51 18.90 2.80 3.86 .050 
BC 27.53 3.46 26.79 4.37 2.89 .090 
GF 37.51 6.59 34.72 7.51 11.92 .001 
Note. MANOVA Overall F(7,534) = 3.08, E = .003. PS = 
Problem-Solving; C = Communication; R = Roles; AR = 
Affective Responsiveness; AI = Affective Involvement; BC = 
Behavioral Control; GF = General Functioning. 
Table 23. Effect of parental alcoholism on self-esteem, 
locus of control, and self-realization 
Non-
(n = 
-ACA 
460) (n 
ACA 
= 82) 
Variable M SB M SD F(l,538) U 
SESTEEM 32.63 5.14 32.29 5.50 0.28 .594 
INTLOC 29.94 4.51 28.63 5.11 5.62 .018 
SREALIZ 32.72 8.54 32.33 7.86 0.14 .704 
Note. MANOVA Overall £(3,537) = 2.29, E = .078. SESTEEM = 
Self-esteem; INTLOC = Internal locus of control; SREALIZ = 
Self-realization. 
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Table 24. Effect of parental alcoholism on alcohol use and 
involvement 
Non-
(n = 
-ACA 
460) 
ACA 
(n = 82) 
Variable M M SD £(1,538) P 
ALCUSE 8.92 3.96 10.13 4.82 6.13 .014 
MOT 28.18 10.53 30.28 12.20 2.64 .105 
CONSEQ 22.44 8.53 24.04 9.30 2.38 .123 
ATT 31.00 4.89 29.74 5.70 4.33 .038 
Note. MANOVA Overall E(4,537) =1.83, p = .122. ALCUSE = 
Alcohol use; MOT = motives for drinking; CONSEQ = Negative 
consequences experienced due to alcohol use; ATT = healthy 
attitudes toward drinking. 
Table 25. Caregiver encouragement/ discouragement of 
alcohol use as related to parental alcoholism 
(frequencies and column percentages) 
Parental alcoholism 
Non-ACA ACA Total 
ENC. STRONGLY 0 (0.0) 1 (1.2) 1 (0.2) 
ENC. SOMEWHAT 2 (0.4) 3 (3.7) 5 (0.9) 
NEITHER 74 (16.1) 16 (19.5) 90 (16.6) 
DISC. SOMEWHAT 180 (39.1) 26 (31.7) 206 (38.0) 
DISC. STRONGLY 204 (44.4) 36 (43.9) 240 (44.3) 
Total 460 (84.9) 82 (15.1) 542 (100.0) 
Level of 
Encouragement 
Note. Chi-squaref4. H = 542) = 14.95, p < .01. 
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(degree of caregiver encouragement of alcohol use) 
comparison found that ACAs reported less caregiver 
discouragement of alcohol use, (4, H = 542) = 14.95, 
E < .01 (see Table 25). ACAs also reported a greater belief 
in external locus of control than non-ACAs (M = 29.94 versus 
M = 28.63), F(l,538) = 5.62, £ < .05. No significant 
differences were found on self-esteem, F(1,538) = 0.28, e > 
.05, or self-realization, F(1,538) = 0.14, p > .05. 
Although significant differences were found between ACAs 
and non-ACAs on the alcohol use scale (M = 10.13 versus J5 = 
8.92), P(l,538) = 6.13, p < .05, and the attitudes toward 
alcohol use scales (M =29.74 versus JI = 31.00), F(1,538) = 
4.33, E < .05, a series of t-test comparisons between the 
two groups failed to find any significant differences on any 
of the Alcohol Use or Attitudes items. These results are 
summarized in Table 26. No significant differences between 
ACAs and non-ACAs were found on the negative consequences 
due to alcohol use scale, £(1,538) = 2.38, p > .05, or the 
motives for drinking scale, F(1,538) =2.64, e > -05. In 
addition, no significant differences were found between ACAs 
and non-ACAs on the euphoria motives, F(1,540) = 2.52, 
E > .05, social motives, £(1,540) = 2.53, e > .05, or the 
self-medicating subscales, £(1,540) = 1.12, e > .05. 
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Table 26. Comparisons of ACAs versus non-ACAs on specific 
alcohol use and attitudes toward drinking items 
Non--ACA ACA 
(n = 460) (n = 82) 
Scale 
Item M SD M SD t(541) 
ALCUSE 
DRK/OCC 1.98 1.05 2.33 1.26 -2.69 
DRK/WK 2.08 1.73 2.67 2.29 -2.70 
FREQDRK 1.97 0.79 2.12 0.84 -1.59 
LNTHDRK 2.89 1.15 3.01 1.15 -0.89 
ATT 
TALKWFRIEND 4.41 0.68 4.33 0.85 0.96 
SUGGESTCOUNS 4.09 0.92 3.91 1.01 1.55 
TALKWCOUNS 3.68 1.05 3.41 1.17 2.09 
DRUGUSEUNACC 4.03 1.14 3.90 1.08 0.91 
ATTENDSOCIAL 3.31 1.17 3.17 1.22 0.98 
SOCEVENTENJOY 3.15 1.16 3.04 1.19 0.80 
DWIUNACCEPT 4.52 0.89 4,30 0.93 1.95 
GETTINGDRUNK 3.82 1.15 3.67 1.02 1.08 
Note. ALCUSE ANOVA Overall F(1,538) = 6.13, p = .014; ATT 
ANOVA Overall F(1,538) = 4.33, p = .038; ALCUSE = Alcohol 
use; DRK/OCC = Average number of drinks per occasion; DRK/WK 
= Average number of drinks per week; FREQDRK = Frequency of 
alcohol use; LNTHDRK = Length of typical drinking situation; 
ATT = healthy attitudes toward drinking; TALKWFRIEND = 
Willingness to talk with a friend having trouble with 
alcohol or other drugs; SUGGESTCOUNS = Willingness to refer 
friend to counselor; TALKWCOUNS = Willingness to talk with a 
counselor about friend's alcohol or drug problem; 
DRUGUSEUNACC = Strength of belief that drug use is 
unacceptable; ATTENDSOCIAL = Indicate that more likely to 
attend social gathering if alcohol served; SOCEVENTENJOY = 
Indicate that alcohol helps make social events more 
enjoyable; DWIUNACCEPT= Strength of belief that drinking and 
driving is unacceptable; GETTINGDRUNK = Indicate that 
getting drunk is a good enough reason for drinking. 
*p < .002, significant difference based on Bonferroni t 
correction for multiple comparisons. 
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Comparisons of High Versus Low Family Functioning 
To compare subjects based on family functioning 
background, family functioning was defined as either high 
(scoring above the mean for the general functioning scale of 
the FAD) or low (scoring at or below the mean for the 
general functioning scale). The mean, median, and mode (n -
42) for the general functioning scale was 36. In order to 
include all subjects in these and further analyses, subjects 
who scored a 36 on the general functioning scale were placed 
in the low family functioning category. 
Significant MANOVA and follow-up ANOVA differences were 
found between the high and low family functioning groups on 
all of the psychological health and alcohol use and 
involvement variables. In addition, persons from the low 
family functioning groups scored higher on the euphoria (M = 
10.92 versus M = 10.07), F(1,541) = 4.58, p < .05, self-
medicating (M = 8.66 versus M = 7.47), F(l,541) = 11.84, p 
< .001, and social (M = 12.80 versus M = 11.50), £(1,541) = 
9.66, p < .01, subscales of the motives for drinking scale. 
Results of these comparisons are summarized in Tables 27-28. 
Interactions Between Gender, Parental Alcoholism, 
and Family Functioning 
To evaluate interaction effects, 5 separate analyses of 
variance were conducted respectively with self-esteem, 
internal locus of control, self-realization, alcohol use. 
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Table 27. Effect of family functioning on self-esteem, 
locus of control, and self-realization 
High FAMFUNC Low FAMFUNC 
(n = 256) (n = 286) 
Variable M SD M F(l, 538) £ 
SESTEEM 34.12 4.41 31.21 5.46 45. 98 .000 
INTLOC 34.70 8.37 30.83 8.07 29. 96 .000 
SREALIZ 31.00 3.95 28.63 4.88 38, .05 .000 
Note. MANOVA Overall F(3,537) = 21.26, E = .000. FAMFUNC = 
Family functioning; SESTEEM = Self-esteem; INTLOC = Internal 
locus of control; SREALIZ = Self-realization. 
Table 28. Effect of family functioning on alcohol use and 
involvement 
High FAMFUNC Low FAMFUNC 
(n = 256) (n =  287) 
Variable M SD M SD F(1 ,539) E 
ALCUSE 8.72 3.92 9.45 4.26 4 .38 .037 
MOT 26.98 10.00 29.86 11.33 9 .71 .002 
CONSEQ 21.65 7.73 23.64 9.32 7 .13 .008 
ATT 32.15 4.59 29.62 5.12 36 .19 .000 
Note. MANOVA Overall F(4, 538) = 9. 76, E = . 000. ALCUSE = 
Alcohol use; MOT = motives for drinking; CONSEQ = Negative 
consequences experienced due to alcohol use; ATT = healthy 
attitudes toward drinking. 
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and consequences of alcohol use as the dependent variables. 
Each ANOVA was of a three-way design, with gender (male or 
female), parental alcoholism (ACA or non-ACA), and family 
functioning (high or low) serving as the three independent 
variables for each analysis. Results of these analyses are 
summarized in Tables 29-33. A significant two-way 
interaction (gender X parental alcoholism) was found on 
self-realization; significant three-way interactions (gender 
X parental alcoholism X family functioning) were found on 
self-realization and consequences of alcohol use. All 
other interactions were not significant. 
In addition to the three-way ANOVAs, a 2 (gender: male 
versus female) X 2 (parental alcoholism: ACA versus non-ACA) 
MANOVA was completed with each of the seven scales of the 
Table 29. Analysis of variance for effects of gender, 
parental alcoholism, and family functioning on 
self-esteem 
SOURCE df MS F U 
GENDER (A) 1 272.56 11.07 .001 
PARENTALC (B) 1 3.31 0.14 .714 
FAMFUNC (C) 1 1305.10 53.00 .000 
A X B 1 2.73 0.11 .954 
A X C 1 0.12 0.01 .945 
B X C 1 7.96 0.32 .570 
A X B X C 1 0.46 0.02 .891 
Error 534 24.62 
Note. PARENTALC 
functioning. 
= Parental alcoholism; FAMFUNC = Family 
Table 30. Analysis of variance for effects of gender, 
parental alcoholism, and family functioning on 
internal locus of control 
SOURCE df MS F £ 
GENDER (A) 1 0.71 2.81 .094 
PARENTALC (B) 1 0.11 0.43 .510 
FAMFUNC (C) 1 0.12 0.48 .490 
A X B 1 0.09 0.35 .554 
A X C 1 0.11 0.45 .503 
B X C 1 0.00 0.00 .951 
A X B X C 1 0.17 0.68 .411 
Error 534 0.25 
Note. PARENTALC 
functioning. 
= Parental alcoholism; FAMFUNC = Family 
Table 31. Analysis of variance for effects of gender, 
parental alcoholism, and family functioning on 
self-realization 
SOURCE df MS F C 
GENDER (A) 3.88 0.06 .809 
PARENTALC (B) 0.37 0.01 .940 
FAMFUNC (C) 1900.83 28.70 .000 
A X B 1 467.86 7.07 .008 
A X C 182.83 2.76 .097 
B X C 90.84 1.37 .242 
A X B X C 428.91 6.48 .011 
Error 533 66.22 
Note. PARENTALC 
functioning. 
= Parental alcoholism; FAMFUNC = Family 
Table 32. Analysis of variance for effects of gender, 
parental alcoholism, and family functioning on 
alcohol use 
SOURCE df MS F U 
GENDER (A) 1 322.55 20.01 .000 
PARENTALC (B) 1 124.56 7.73 .006 
FAMFUNC (C) 1 16.65 1.03 .310 
A X B 1 30.08 1.87 .172 
A X C 1 12.58 0.78 .377 
B X C 1 4.34 0.27 .604 
A X B X C 1 38.34 2.38 .124 
Error 534 16.12 
Note. PARENTALC = Parental alcoholism; FAMFUNC = Family 
functioning. 
Table 33. Analysis of variance for effects of gender, 
parental alcoholism, and family functioning on 
negative consequences of alcohol use 
SOURCE df MS F s. 
GENDER (A) 1 538.56 7.43 .007 
PARENTALC (B) 1 184.37 2.54 .111 
FAMFUNC (C) 1 294.92 4.07 .044 
A X B 1 145.44 2.01 .157 
A X C 1 124.30 1.71 .191 
B X C 1 2.69 0.04 .847 
A X B X C 1 344.67 4.75 .030 
Error 534 72.52 
Note. PARENTALC 
functioning. 
= Parental alcoholism; FAMFUNC = Family 
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FAD as the dependent variables. While the overall MANOVA 
for gender and parental alcoholism were significant (see 
Tables 17 and 22 for a summary of these analyses), the 
overall MANOVA for gender X parental alcoholism was not 
significant, F(7,532) = .98, p > .05. 
Research question 4. Which of the predictor variables 
mediate the ACA risk for poor psychological adjustment? 
Predictors of Psychological Health Among ACAs 
Identification of the salient predictors of 
psychological health within the ACA group involved a multi­
stage process of data analysis similar to that conducted 
within the overall sample. Using subjects from the ACA 
group (n = 82), correlations with the dependent and 
independent variables were computed (see Tables 34-40). 
Table 34. Correlations of the family involvement with 
alcohol variables within ACAs (N = 82) 
PMAALC PFEALC FAMALC CADISC 
PMAALC 1.00 .03 .16 -.03 
PFEALC 
o
 
o
 • 
H
 .19 -.21 
FAMALC 1.00 -.19 
CADISC 1.00 
Note. PMAALC = degree of drinking by primary male 
caregiver; PFEALC = degree of drinking by primary female 
caregiver; FAMALC = overall family alcohol involvement; 
CADISC = caregiver discouragement of alcohol use. 
**E < .01. 
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Table 35. Correlations of the family functioning variables 
within ACAs (N = 82) 
PS R C AR AI BC GF 
PS 1.00 .65** .69** .70** .63** .58** .82** 
R 1.00 .54** .62** .63** .58** .75** 
C 1.00 .67** .59** .48** .71** 
AR 1.00 .58** .60** .80** 
AI 1.00 .51** .72** 
BC 1.00 .56** 
GF 1.00 
Note. FAD = Family Assessment Device; PS = Problem-
Solving; C = Communication; R = Roles; AR = Affective 
Responsiveness; AI = Affective Involvement; BC = 
Behavioral Control; GF = General Functioning. 
**E < .01. 
Table 36. Correlations of the motives/attitudes toward 
alcohol use variables within ACAs (N = 82) 
MOT SOCMOT SELMOT EUPMOT ATT 
MOT 1.00 .84** .90** .88** -.55** 
SOCMOT 1.00 .69** .59** -.47** 
SELMOT 1.00 .70** -.48** 
EUPMOT 1.00 -.55** 
ATT 1.00 
Note. MOT = Motives for drinking; SOCMOT = Social motives 
for alcohol use; SELMOT = Self-medicating motives for 
alcohol use; EUPMOT = Euphoria motives for alcohol use; 
ATT = Healthy attitudes toward alcohol use. 
**E < .01. 
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Table 37. Correlations of the family functioning variables 
with the other predictor variables within the ACA 
group (N = 82) 
PS R C AR AI BC GF 
PMAALC .15 .08 .19 .20 .24* .09 .18 
PFEALC -.05 -.03 -.13 .03 -.14 -.01 -.02 
FAMALC -.32** -.22* -.18 -.18 -.15 -.18 -.23* 
CADISC .10 .02 .14 .12 .04 .12 .08 
NOSIBS -.15 -.01 .10 -.10 .02 -.15 -.10 
MOT -.25* -.17 -.15 -.26* -.20 -.36** -.19 
SOCMOT -.21 -.16 -.18 -.22* -.14 -.34** -.14 
SELMOT -.30** -.25* -.17 -.33** -.27* -.38** -.27* 
EUPMOT -.18 -.07 -.09 -.17 -.17 -.28* -.12 
ATT . 31** .22* .32** .32** . 31** .43** .27* 
Note. PS = Problem-Solving; C = Communication; R = Roles; 
AR = Affective Responsiveness; AI = Affective Involvement; 
BC = Behavioral Control; GF = General Functioning; PMAALC = 
degree of drinking by primary male caregiver; PFEALC = 
degree of drinking by primary female caregiver; FAMALC = 
overall family alcohol involvement; CADISC = caregiver 
discouragement of alcohol use; NOSIBS = Number of siblings; 
MOT = Motives for drinking; SOCMOT = Social motives for 
alcohol use; SELMOT = Self-medicating motives for alcohol 
use; EUPMOT = Euphoria motives for alcohol use; ATT = 
Healthy attitudes toward alcohol use. 
*E < .05. **E < .01. 
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Table 38. Correlations of the family involvement with 
alcohol variables and the motives/attitudes 
toward alcohol use variables within the ACA 
group (N = 82) 
MOT SOCMOT SELMOT EUPMOT ATT 
PMAALC -.11 -.06 -.09 -.11 .13 
PFEALC .01 -.03 .01 .04 -.01 
FAMALC .01 .02 .00 .02 -.07 
CADISC -.31** -.40** -.35** -.08 .17 
Note. MOT = Motives for drinking; SOCMOT = Social motives 
for alcohol use; SELMOT = Self-medicating motives for 
alcohol use; EUPMOT = Euphoria motives for alcohol use; 
ATT = Healthy attitudes toward alcohol use; PMAALC = degree 
of drinking by primary male caregiver; PFEALC = degree of 
drinking by primary female caregiver; FAMALC = overall 
family alcohol involvement; CADISC = caregiver 
discouragement of alcohol use. 
**E < .01. 
Correlational patterns between the ACA group and the overall 
group were similar; including a comparable pattern of 
interrelatedness among the self-esteem, internal locus of 
control, and self-realization variables (see Table 
11 for comparison). Thus, the composite variable, 
psychological health, was used in all within-ACA analyses. 
Using psychological health as the criterion variable, a 
multiple regression analysis was computed to determine the 
salient predictors of psychological health among ACAs. The 
analysis examined 6 predictor variables, including the 
effect of parental treatment of alcoholism (see Tables 41-
44). Predictor variables in the analysis included gender. 
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Table 39. Correlations of the dependent variables within 
the ACA group (H = 82) 
PSYHLTH SESTEEM INTLOC SREALIZ PROBALC ALCUSE CONSEQ 
PSYHLTH 1.00 .77** .87** .82** -.13 -.15 -.11 
SESTEEM 1.00 .48** .41** -.07 -.09 -.04 
INTLOC 1.00 .65** -.09 -.12 -.05 
SREALIZ 1.00 -.18 -.15 -.19 
PROBALC 1.00 .95** .94** 
ALCUSE 1.00 . 79** 
CONSEQ 1.00 
Note. PSYHLTH = Psychological health; SESTEEM = Self-esteem; 
INTLOC = Internal locus of control; SREALIZ = Self-
realization; PROBALC = Problematic alcohol use; ALCUSE = 
Alcohol use; CONSEQ = Negative consequences experienced due 
to alcohol use. 
*£ < .05. **E < .01. 
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Table 40. Correlations of the dependent and predictor 
variables within the ACA group (N = 82) 
PSYHLTH SESTEEM INTLOC SREALIZ PROBALC ALCUSE CONSEQ 
Family alcohol involvement 
PMAALC .10 .03 .17 .05 -.08 -.09 -.06 
PFEALC .10 .16 .07 .01 .08 .09 .06 
FAMALC -.02 .07 -.18 .06 .05 .05 .05 
CADISC .02 .02 -.03 .05 -.12 -.07 -.16 
Subiect backaround 
NOSIBS .03 -.10 .03 .16 .00 -.02 .02 
Motives/Attitudes toward [ alcohol use 
MOT -.19 -.19 -.08 -.22* .76** .69** .75** 
SOCMOT -.19 -.24* -.05 -.19 .60** .55** .60** 
SELMOT -.21 -.17 -.09 -.28* .71** .60** .75** 
EUPMOT -.14 -.13 -.08 -.13 .71** .68** .65** 
ATT .25* .14 .17 . 32** -.58** -.57** -.52** 
Family functionina 
PS .19 .29** .16 .00 -.12 -.04 -.20 
R .46** .38** .38** .37** -.11 -.02 -.20 
C .31** .36** .26* .13 -.09 -.06 -.12 
AR .23* .23* .21 .13 -.22* -.13 -.29** 
AI .37** .31** .35** .25* -.16 -.11 -.19 
BC .42** .32** .38** .33** -.28* -.22* -.31** 
GF .30** .32** .25* .16 -.10 -.01 -.19 
Note. PSYHLTH = Psychological health; SESTEEM = Self-esteem; 
INTLOC = Internal locus of control; SREALIZ = Self-
realization; PROBALC = Problematic alcohol use; ALCUSE = 
Alcohol use; CONSEQ = Negative consequences experienced due 
to alcohol use; PMAALC = degree of drinking by primary male 
caregiver; PFEALC = degree of drinking by primary female 
caregiver; FAMALC = overall family alcohol involvement; 
CADISC = caregiver discouragement of alcohol use; NOSIBS = 
number of siblings; MOT = motives for drinking; SOCMOT = 
Social motives for alcohol use; SELMOT = Self-medicating 
motives for alcohol use; EUPMOT = Euphoria motives for 
alcohol use; ATT = healthy attitudes toward drinking; PS = 
Problem-solving scale (FAD); R = Roles scale (FAD); C = 
Communication scale (FAD); AR = Affective Responsiveness 
scale (FAD); AI = Affective Involvement scale (FAD); BC = 
Behavior Control scale (FAD); GF = General Functioning scale 
(FAD). 
< .05. **Ei < .01. 
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Table 41. Effect of parental treatment for alcohol 
dependency on ACA self-esteem, locus of control, 
and self-realization 
Treatment 
(n = 40) 
No Treatment 
(n = 42) 
Variable M SD M SD E(l,80) £ 
SESTEEM 33.75 4.67 30.90 5.92 5.80 .018 
INTLOC 28.93 5.34 28.36 4.93 0.25 .618 
SREALIZ 32.95 7.57 31.74 8.18 0.48 .489 
Note. MANOVA Overall Pr4.77^ = 2.09. 
Self-esteem; INTLOC = Internal locus 
Self-realization. 
P = .109. SESTEEM 
of control; SREALIZ 
Table 42. Effect of parental 
dependency on ACA 
treatment for 
alcohol use and 
alcohol 
involvement 
Treatment 
(n = 40) 
No Treatment 
(n = 42) 
Variable M M F(l,80) P 
ALCUSE 10.13 4.73 10.14 4.97 0.00 .987 
MOT 29.15 12.54 31.36 11.92 0.67 .416 
CONSEQ 24.50 9.69 23.60 9.01 0.19 .662 
ATT 30.20 6.12 29.31 5.32 0.50 .483 
Note. MANOVA Overall F(3,78) = 0.90, e = .466. ALCUSE = 
Alcohol use; MOT = motives for drinking; CONSEQ = Negative 
consequences experienced due to alcohol use; ATT = healthy 
attitudes toward drinking. 
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Table 43. Effect of parental treatment for alcohol 
dependency on family functioning variables 
Treatment No Treatment 
(n = = 40) (n = 42) 
Variable M SD M SD E(l,80) £ 
PS 14.08 2.89 13.31 2.76 1.51 .223 
C 17.10 3.38 15.81 3.18 3.17 .079 
R 21.90 3.71 21.02 3.82 1.11 .296 
AR 16.80 4.17 15.74 3.79 1.46 .231 
AI 19.05 3.04 18.76 2.58 0.21 .644 
BC 27.38 4.85 26.24 3.83 1.39 .241 
GF 35.50 7.61 33.98 7.43 0.84 .362 
^lote. MANOVA Overall F(7,74) = 0.61, E = 748. PS = 
Problem-Solving; C = Communication; R = Roles; AR = 
Affective Responsiveness; AI = Affective Involvement; BC = 
Behavioral Control; GF = General Functioning. 
general family functioning, overall family involvement with 
alcohol, parent treatment for alcoholism, degree of drinking 
by primary male caregiver, and degree of drinking by primary 
female caregiver. The obtained was .13, E(6,75) =1.86, 
E > .05, indicating that the predictor variables in this 
equation account for only 13% of the variance in 
psychological health scores. Standardized beta weights for 
the variables are listed in Table 44. 
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Table 44. Standardized beta weights and correlations of 
predictor variables with ACA psychological health 
(N = 82) 
Predictor Beta Weight Correlation with 
Psychological Health 
GENDER -.11 -.15 
GF .27* .30 
PTMT .13 .16 
PMAALC .02 .10 
PFEALC .07 .10 
FAMALC .02 -.02 
Note. Adjusted = .06; GF = General Family Functioning; 
PTMT = Parent treatment for alcoholism; PMAALC = Degree of 
drinking by primary male caregiver; PFEALC = Degree of 
drinking by primary female caregiver; FAMALC = Overall 
family alcohol involvement. 
* Significant t < .05. 
Research question 5. Which of the predictor variables 
mediate the ACA risk for developing alcohol problems? 
Predictors of Problematic Alcohol Use Among ACAs 
Using problematic alcohol use as the criterion variable, 
a multiple regression analysis was computed to determine the 
salient predictors of problematic alcohol use among ACAs. 
Predictor variables in the analysis included gender, general 
family functioning, overall family involvement with alcohol, 
caregiver discouragement of alcohol use, psychological 
health, healthy attitudes toward alcohol use, and motives 
for alcohol use. The obtained R^ was .67, F(7,74) = 21.11, 
jg < .000, indicating that the 7 variables in the equation 
account for 67% of the variance in ACA problematic alcohol 
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use scores. Standardized beta weights for each of the 
variables are listed in Table 45. 
Modeling the Relations Between Family History 
of Alcoholism, Family Functioning, and Gender with 
Psychological Health and Alcohol Use and Involvement 
Preliminary Model 
Having established the strong association between family 
functioning and psychological health, as well as the strong 
asociation between motives for alcohol use and problematic 
alcohol use, a series of procedures were completed to 
examine how the predictor variables (parental alcoholism, 
gender, family functioning, and motives/attitudes toward 
alcohol use) were conceptually related to each other as well 
Table 45. Standardized beta weights and correlations of 
predictor variables with ACA problematic alcohol 
use (H = 82) 
Predictor Beta Weight Correlation with 
Problematic Alcohol Use 
GENDER .17* .26 
GF .11 -.10 
PSYHLTH .04 -.13 
CADISC .17* -.12 
ATT -.20* -.57 
MOT .71** .76 
FAMALC .10 .05 
Note. Adjusted R^ = .63; GF = General Family Functioning; 
PTMT = Parent treatment for alcoholism; PMAALC = Degree of 
drinking by primary male caregiver; PFEALC = Degree of 
drinking by primary female caregiver; FAMALC = Overall 
family alcohol involvement. 
* Significant t < .05. ** Significant £ < .001. 
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as to the outcomes of psychological health and alcohol 
involvement. In order to create a comprehensive preliminary 
model, two variables found to be associated with parental 
alcoholism, greater overall family alcohol involvement and 
less caregiver discouragement of alcohol use, were also 
included. It was hypothesized that these two variables 
would 1) provide additional indications of family 
functioning, and 2) potentially influence the relationship 
between parental alcoholism and psychological health, 
motives for drinking, and problematic alcohol use. 
In designing the preliminary model, it was necessary to 
make certain assumptions concerning the causal ordering and 
type (latent or observed) of variables. Based on 
developmental considerations, the following causal ordering 
of the variables was assumed: a) parental alcoholism; b) 
variables indicating aspects of family functioning, 
including total family alcohol involvement, general family 
functioning, and caregiver discouragement of alcohol use; c) 
psychological health; d) motives toward drinking; and e) 
problematic alcohol use. The potential moderating variable, 
gender, was not included within the model. Further, it was 
assumed that the psychological health and motives for 
alcohol use variables are latent constructs (i.e., require 
multiple indicators). As noted previously, psychological 
health consisted of a composite of self-esteem, internal 
locus of control, and self-realization. The motives for 
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alcohol use variable was a composite of the social, self-
medicating, and euphoria motives subscales. All other 
variables were assumed to be observed constructs (i.e., 
measured with one indicator). The preliminary model is 
presented in Figure 1. 
Using the LISREL VII statistical program (Joreskog & 
Sorbom, 1989), the preliminary model was examined for its 
inclusiveness and goodness of fit. Analyses were initially 
performed for all subjects and began with the measurement 
model presented in Figure 1. In an effort to obtain the 
most parsimonious model, paths with a t of 1.8 or less were 
deleted one at a time over several iterations. Deleting 
these paths resulted in a reduction of only 11.64 in chi-
square (df = 20). This change in chi-square is not 
significant (p > .05) and suggests that the most 
parsimonious model is one that excludes these paths. The 
resulting reduced model is presented in Figure 2. Each 
significant pathway is indicated via a solid line, with 
standardized beta/gamma coefficients above each line. The 
goodness of fit index for this model was 0.952, X^(40) = 
141.67, E = .000. These results indicate that the reduced 
model fits the data well. 
An examination of the gamma coefficients within the 
reduced model indicates that parental alcoholism has a 
significant link with overall family alcohol involvement 
(0.097), while both parental alcoholism and overall family 
CADISC 
Parental 
Alcoholism PSYHLTH 
MOT PROBALC 
SESTEEM INTLOC SREALIZ 
SOCMOT SELMOT EUPMOT 
Family 
Functioning 
Figure 1. Model to be tested 
Note. FAMALC = Total family alcohol involvement? CADISC = Caregiver discouragement 
of alcohol use; PSYHLTH = Psychological health; SESTEEM = Self-esteem; INTLOC = 
Internal locus of control; SREALIZ = Self-realization; MOT = Motives for alcohol use; 
SOCMOT = Social motives for alcohol use; SELMOT = Self-medicating motives for alcohol 
use; EUPMOT = Euphoria motives for alcohol use; PROBIH^C = Problematic alcohol use. 
CADISC 
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221 
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141.67 
E -  .000  
GFI = .952 
Figure 2. Reduced model (N = 543) 
Note. FAMALC = Total family alcohol involvement; CADISC = Caregiver discouragement 
of alcohol use? PSYHLTH = Psychological health; SESTEEM = Self-esteem; INTLOC = 
Internal locus of control; SREALIZ = Self-realization; MOT = Motives for alcohol use; 
SOCMOT = Social motives for alcohol use; SELMOT = Self-medicating motives for alcohol 
use; EUPMOT = Euphoria motives for alcohol use; PROBALC = Problematic alcohol use. 
GFI = Goodness of fit index. 
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alcohol involvement have a significant negative association 
with family functioning (-0.047 and -0.199, respectively). 
Also notable are the significant coefficients between family 
functioning and caregiver discouragement of alcohol use with 
psychological health (0.598 and 0.221, respectively). While 
the motives for alcohol use latent variable is highly 
associated with the problematic alcohol use outcome variable 
(0.788); it appears that two factors influence the motives 
variable, including psychological health (-0.222) and 
caregiver discouragement of alcohol use (-0.233). 
Research question 6. Does gender moderate the ACA risk 
for developing alcohol problems? 
Testing for Moderator Effects 
Figures 3 and 4 present the results of analysis of the 
separate fit of the reduced model with male and female 
subjects. Both models were found to have adequate 
parametric characteristics: for males, the goodness of fit 
index was 0.911, chisq(41) = 100.46, p = .000; for females, 
the adjusted goodness of fit index was 0.956, chisq(40) = 
87.73, E = .000. For the purpose of comparison between the 
female and male models, non-significant pathways have been 
included, and are indicated via a dotted line. 
Comparisons of the significant pathways for males versus 
females indicate that the links between overall family 
alcohol involvement and negative alcohol use, caregiver 
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discouragement of alcohol use and psychological health, 
caregiver discouragement of alcohol use and motives for 
drinking, and psychological health and motives for drinking 
are significant exclusively for females; while the link 
between parental alcoholism and motives for drinking is 
significant exclusively for males. To test the significance 
of these differences, the models were initially estimated 
with all of the parameters constrained to be equal, and were 
then reestimated after allowing the path in question to 
differ between groups (Bollen, 1989). The results of these 
analyses are reported in Table 46. As can be seen in the 
table, none of the five comparisons found significant gender 
differences. However, these results do indicate substantive 
differences and do not necessarily rule out gender as a 
moderating variable in ACA outcomes. 
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Figure 3. Reduced model with male subjects (N = 195) 
Note. FAMALC = Total family alcohol involvement; CAOISC = Caregiver discouragement 
of alcohol useJ PSYHLTH = Psychological health? SESTEEM = Self-esteem; INTLOC = 
Internal locus of control; SREALIZ = Self-realization; MOT = Motives for alcohol use; 
SOCMOT = Social motives for alcohol use; SELMOT = SelJE-medicating motives for alcohol 
use; EUPMOT = Euphoria motives for alcohol use; PROBALC = Problematic alcohol use. 
GFI = Goodness of fit index. 
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Figure 4. Reduced model with female subjects (N = 195) 
Note. F2\MALC = Total family alcohol involvement? CADISC = Caregiver discouragement 
of alcohol use; PSYHLTH = Psychological health; SESTEEM = Self-esteem; INTLOC = 
Internal locus of control; SREALIZ = Self-realization; MOT = Motives for alcohol use; 
SOCMOT = Social motives for alcohol use; SELMOT = Self-medicating motives for alcohol 
use; EUPMOT = Euphoria motives for alcohol use; PROBALC = Problematic alcohol use. 
GFI = Goodness of fit index. 
Table 46. Change in chi-square obtained by freeing paths to differ between males 
(N = 195) and females (N = 348) 
Change in P value 
Path chi-square* with 1 ^  
Parental alcoholism to Problematic alcohol use 0.95 0.356 
CADISC to Psychological health 1.83 0.195 
CADISC to Motives for alcohol use 1.84 0.194 
Psychological health to Motives for alcohol use 1.76 0.205 
FAMALC to Problematic alcohol use • 00
 
0.197 
Note. CADISC = Caregiver discouragement of alcohol nse? FAMALC = Total family 
alcohol involvment. 
'Change in 1 degree of freedcaa. 
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DISCUSSION 
The purpose of this study was to examine the effects of 
parental alcoholism, gender, and family functioning on the 
psychological adjustment and alcohol use patterns of non­
clinical college students. In particular, this study was 
designed to examine the differences between adult children 
of alcoholics and adult children of non-alcoholics on 
drinking and psychological adjustment outcomes, and to 
determine whether the effects of family functioning and 
gender differences contribute to these differences. The 
results of this study suggest that differences between ACAs 
and non-ACAs do exist, particularly on drinking outcomes; 
however, these differences are primarily attributable to 
differences in family functioning. Specific gender effects 
were also found on many of the study variables, including 
motives for alcohol use and drinking outcomes. These 
findings suggest that gender differentially affects ACA 
drinking outcomes, and that male ACAs are at greater risk 
for developing drinking problems. 
Summary of Research Findings 
Familv Functioning 
Parental Alcoholism. Parental alcoholism appears to be 
associated with more negative family background experiences. 
Over one-half of the ACAs in this study reported that their 
parents had been divorced or separated, as compared with a 
rate of only 17% of the non-ACA population. Not 
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surprisingly, ACAs were also three times more likely than 
non-ACAs to have been raised by someone other than their 
biological mother or father. These results are consistent 
with those noted by prior researchers (e.g., Chafetz et al., 
1971; El-Guebaly & Offord, 1977, 1979; Steinglass et al., 
1985). 
When compared with non-ACAs, ACAs indicated significantly 
lower levels of family problem-solving, communication, role 
behaviors, affective involvement, and general family 
functioning. These results are nearly identical to those 
found by Filstead, McElfresh, and Anderson (1981) in their 
study comparing the family environments of alcoholic and 
non-alcoholic families. However, contrary to what has been 
indicated in the literature (e.g., Callan & Jackson, 1986; 
Moos & Moos, 1984), there was no significant positive effect 
for parental treatment for alcoholism on any of the family 
functioning variables. As predicted, ACAs also reported 
significantly greater overall family alcohol involvement 
i.e., number of first-degree relatives with drinking 
problems) than non-ACAs. 
Gender. Gender differences were found on many of the 
family functioning scales. Females reported significantly 
higher levels of communication, affective responsiveness, 
affective involvement, behavioral control and general family 
functioning in their family backgrounds than did males. No 
significant differences were noted on role behaviors or 
107 
communication. Interestingly, although the effects of 
parental alcoholism and gender were both strong, no 
significant interaction was found between gender and 
parental alcoholism on the family functioning variables. 
Psvcholoaical Health 
Parental Alcoholism. As hypothesized, there were no 
differences on self-esteem or self-realization between ACAs 
and non-ACAs. Overall, ACAs did indicate a more external 
locus of control than non-ACAs; a finding consistent with 
some of the literature (e.g., Robinson & Goodpaster, 1991; 
Woititz, 1983; cf., Churchill, Broida, & Nicholson, 1990; 
Morrison & Schuckit, 1983), but not hypothesized for this 
study. However, comparisons of the interactions between 
gender, parental alcoholism, and family functioning (via 
three-way ANOVAs) showed family functioning and gender 
effects to be generally stronger than the effects of 
parental alcoholism in influencing psychological adjustment 
outcomes. 
Gender. As hypothesized, there were no significant 
gender differences on self-esteem, self-realization, or 
locus of control. However, a significant two-way 
interaction was found between gender and parental alcoholism 
on the self-realization measure, suggesting that gender may 
have an indirect effect on ACA self-realization that is not 
present for non-ACAs. 
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Family Functioning. Strong differences in psychological 
health outcomes were found between persons from high 
functioning and low functioning families. Persons from high 
functioning families scored significantly higher on self-
esteem, internal locus of control, and self-realization. A 
significant three-way interaction between gender, parental 
alcoholism, and family functioning found on the self-
realization variable suggests that the overall effect of 
family functioning may be augmented by additional direct and 
indirect effects of gender and parental alcoholism. 
Problematic alcohol use 
Parental alcoholism. As hypothesized, ACAs indicated 
significantly greater alcohol use than non-ACAs. These 
results support the findings of a number of researchers 
(e.g., Cotton, 1979; Wright & Heppner, 1991) who have noted 
a higher prevalence of drinking problems among ACAs. 
However, there were no significant differences between ACAs 
and non-ACAs on their motives for drinking or on having 
experienced negative consequences due to drinking. Non-ACAs 
showed healthier attitudes toward drinking than ACAs. 
Gender. As predicted, males reported greater alcohol use 
and having experienced a greater number of negative 
consequences due to alcohol use than females. Males 
reported heavier alcohol use and more frequent alcohol use 
than females, as well as a greater frequency of legal 
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problems, causing property damage, and physical and verbal 
fighting while drinking than females. Males were more 
likely to indicate that alcohol was important in social 
situations, and were also more likely to agree with the 
statement that getting drunk is a good enough reason for 
drinking. Although gender differences were found on 
problematic alcohol use outcomes, males and females reported 
similar motives for drinking. However, females showed 
healthier attitudes toward drinking than males; and in 
particular reported a greater willingness to seek 
professional help for a friend with a drinking problem. 
Family functioning. Results of the family functioning 
comparisons showed a strong link between family functioning 
background and alcohol use and involvement. Persons from 
high functioning families indicated less alcohol use, having 
experienced fewer negative consequences due to alcohol use, 
and less motives for drinking. They also showed healthier 
attitudes toward drinking than persons from low functioning 
families. 
In addition, family functioning appears to enhance the 
explanatory power of both parental alcoholism and gender in 
determining drinking outcomes, particularly negative 
consequences experienced due to drinking. A significant 
three-way interaction was found between gender, parental 
alcoholism, and family functioning on the consequences of 
alcohol use scale. Three-way ANOVAs (interaction effects) 
110 
showed gender and parental alcoholism effects to be stronger 
than family functioning effects in influencing alcohol use; 
gender and family functioning effects were stronger than the 
effects of parental alcoholism in terms of having 
experienced negative consequences due to drinking. These 
results are consistent with those of prior researchers 
(e.g., Barnes et al., 1986; Coombs & Landsverk, 1988; 
Johnson & Pandina, 1991), who have linked poorer family 
functioning with an increased risk of ACA alcohol 
involvement. 
Predictors of Psychological Health 
Within the study variables, the best predictor of 
psychological health among college students, students with 
divorced or separated parents, and ACAs, was general family 
functioning. This finding lends support to the numerous 
researchers who have linked healthier family backgrounds 
with positive ACA outcomes (e. g., Bennett, Wolin, & Reiss, 
1988; Kumpfer & DeMarsh, 1986). However, many other aspects 
of family environment, including parental and caregiver 
alcoholism, provided only minimal predictive utility. As 
hypothesized, neither gender nor parental alcoholism were 
significant predictors of psychological health within any of 
the three populations. 
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Predictors of Problematic Alcohol Use 
Within the study variables, the strongest predictors of 
problematic alcohol use among the entire sample, as well as 
children of divorced or separated parents and ACAs, were 
motives for alcohol use and attitudes toward drinking. In 
addition, gender was found to have a significant effect on 
problematic alcohol use for all three groups. Among ACAs, 
caregiver discouragement of alcohol use was also found to 
have a moderate effect on ACA drinking outcomes. Somewhat 
surprisingly, overall family alcohol involvement and 
parental treatment for alcoholism were not found to have 
significant direct effects on ACA drinking outcomes. 
Among subjects with divorced or separated parents, neither 
caregiver drinking nor years separation from the alcoholic 
parent were found to be significant predictors of 
problematic alcohol use. Parental alcoholism, psychological 
health, and overall family alcohol involvement were found to 
have minimal direct effects on drinking outcome in all of 
the three groups. 
Modeling the Relations between Familv Historv of Alcoholism. 
Family Functioning, and Gender with Psvcholoaical Health and 
Alcohol Use and Involvement 
As expected, parental alcoholism, gender, and family 
functioning have differential explanatory power in 
predicting psychological health and alcohol use outcomes. 
The resulting models explaining the relations among these 
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variables indicate that the relation between parental 
alcoholism and psychological health is mediated by family 
functioning variables, and that the relation between 
parental alcoholism and problematic alcohol use is mediated 
by family functioning variables, psychological health, and 
personal motivation for drinking. These factors vary in 
influencing the psychological adjustment and drinking 
outcomes of males and females, suggesting that the pathways 
of risk for poorer psychological adjustment and problematic 
alcohol use are moderated by gender. 
In interpreting the results of the models, the 
distinction between mediator and moderator variables is of 
critical importance. Baron and Kenny (1986) defined a 
mediating variable as one that accounts for the relation 
between a predictor and a criterion variable, and a 
moderating variable as one that affects the strength of the 
relation between the predictor and criterion variable. 
Conceptually, mediating variables speak to the underlying 
mechanisms explaining how or why particular events occur, 
whereas moderating variables specify the conditions under 
which particular effects occur (Rogosch, Chassin, & Sher, 
1990). Within the models evaluated in this research, it 
makes intuitive sense to conceptualize gender and parental 
alcoholism as playing a potentially moderating (or 
conditional) role in psychological health and alcohol use, 
while family functioning and the motives to drink variable 
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appear to play a potentially mediating (or underlying 
mechanism) role in problematic alcohol use. 
Pathways to Psychological Health. As can be seen in 
Figures 2-4, the results of this study indicate that the 
relationship between parental alcoholism and psychological 
health is mediated by overall family alcohol involvement and 
general family functioning. For both males and females, 
overall family alcohol involvement appears to be indirectly 
linked to psychological health via general family 
functioning. However, general family functioning remains 
the primary mediator of both male nad female psychological 
health. 
These results are consistent with the findings of Wright 
and Heppner (1993), and offer some insight into the 
underlying mechanisms of the influence of family environment 
on psychological health of ACAs, as well as non-ACAs. For 
both males and females, having higher levels of general 
family functioning is a protective factor in psychological 
health outcomes. Extending the results of the analyses on 
predictors of psychological health (see previous section), 
it is likely that family problem-solving, role behaviors, 
and behavioral control are the three specific aspects of 
family functioning that contribute the most to this 
protective factor. In addition, parental alcoholism and 
overall family alcohol involvement are indirect risk factors 
for lower psychological health, via their apparent impact on 
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general family functioning. 
Pathways to Problematic Alcohol Use. As can be seen in 
Figures 2-4, the relationship between parental alcoholism 
and problematic alcohol use is affected by a number of 
factors. For females, this includes the overall family 
alcohol involvement, psychological health, caregiver 
discouragement of alcohol use, and individual motives for 
alcohol use variables; for males, the relevant factors 
appear to be parental alcoholism and individual motives for 
alcohol use. In effect, there appears to be a significant 
link between general family functioning, psychological 
health, and alcohol use for females that is not present for 
males. 
By far the most important factor influencing problematic 
alcohol use of both males and females is the mediating 
variable of individual motives for drinking. This variable 
encompasses three unique motives for alcohol use that are 
frequently mentioned in studies of ACAs at high-risk for 
developing drinking problems: use of alcohol for tension 
reduction (corresponding to the self-medicating motives 
subscale), to enhance social behavior (corresponding to the 
social motives subscale), and to receive physiological 
reinforcement from alcohol use (corresponding to the 
euphoria motives subscale). The findings of this study are 
consistent with those of previous researchers who have found 
high-risk ACAs to report a greater likelihood of using 
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alcohol to relieve stress (e.g., Domenico & Windle, 1993; 
Levenson et al., 1987; Pandina & Johnson, 1989), to enhance 
social performance (e.g.. Brown, et al., 1987; Christiansen 
& Goldman, 1983), and to receive greater physiological 
reinforcement from alcohol (e.g., Levenson, Oyama, & Meek, 
1987; Newlin & Thomson, 1990). 
Interestingly, among females, psychological health and 
caregiver discouragement of alcohol use appear to mediate 
individual motives to drink. For females, therefore, 
caregiver discouragement of alcohol use appears to be an 
indirect protective factor in the development of problematic 
alcohol use. In addition, among females, overall family 
alcohol involvement is a risk factor in the development of 
problem alcohol use, while greater psychological health 
appears to be an indirect protective factor, via its 
influence on motives for alcohol use. Among males, a 
significant direct relationship exists between parental 
alcoholism and individual motives to drink. No significant 
direct or indirect protective factors were identified. 
Limitations of the Study 
As noted in the introduction, this study was designed to 
avoid many of the weaknesses found in previous studies on 
ACAs. This goal was partially accomplished by using a large 
and diverse non-clinical sample, examining a wide variety of 
potential mediators of ACA outcome, including gender as a 
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potential moderating variable, and including a measure 
designed to detect variability in past family functioning. 
However, this study does have limitations in its methodology 
and the generalizability of its findings. 
One methodological weakness was in the definition of 
parental alcoholism. Subjects were classified as ACAs based 
on their identification of their parent(s) as an alcoholic, 
describing either (or both) parent's alcohol use as heavy or 
problematic, or indicating that either (or both) parent(s) 
had received treatment for alcoholism. Although this method 
of ACA identification is common in the literature (e.g., 
Claydon, 1987; O'Malley, Carey, & Maisto, 1986; Perkins & 
Berkowitz, 1988; Sher & Descutner, 1986), it is subject to 
problems related to self-report, including overreporting and 
underreporting of parental alcohol abuse. Because a subject 
perceives a parent to be alcohol dependent or a heavy 
drinker does not necessarily indicate that the parent would 
meet diagnostic criteria for alcohol dependency. However, 
it is also quite likely that some subjects were not fully 
aware of or able to report their parent's actual drinking 
behaviors, particularly those evidenced in early childhood. 
At present, however, there is no highly accurate, sensitive 
instument available for classifying children of alcoholics. 
In addition, this diagnostic approach did not allow for 
differentiation of subjects based on the type of alcohol 
dependency exhibited by their parent(s). As many as twenty-
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four types of alcohol dependency may exist, with each type 
varying in onset, course, and duration (see Sher, 1991a for 
a review). It is likely that these types would have a 
differential impact on family functioning, and thus would 
also affect ACA development. Quite possibly, the 
variability in ACA outcomes may be due in large part to the 
variability in drinking styles exhibited by alcoholic 
parents. A related problem was that differentiation of ACAs 
with one versus two alcohol dependent parents, or on the 
basis of the gender of the alcoholic parent, was not 
possible due to the low number of mothers identified as 
having drinking problems. Like most other studies, this 
study failed to account for these sources of within-group 
variance as a potential outcome differentiation among ACAs. 
A second methodological weakness was in the definition of 
family functioning. Although the FAD has been shown to be 
an effective measure in discriminating between healthy and 
unhealthy families (e.g., Miller et al., 1985), it also 
subject to the concerns about self-report data listed above. 
It is possible that the reliance on self-report data for 
both the family functioning and parental alcoholism 
variables may compound the problems associated with self-
report data, including the possibility of some subjects 
responding to the items with a consistent, negative response 
set. These weaknesses typify those found in the ACA 
clinical literature; a reliance on retrospective and cross-
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sectional sampling methods, rather than longitudinal 
sampling methods or approaches that utilize multiple or 
corraborative measures of parental alcoholism and family 
functioning. 
As the focus of this study was on a non-clinical college 
sample, the lack of a definable clinical sample limits the 
generalizability of the research findings. It is likely 
that a higher proportion of resilient ACAs would be found in 
a non-clinical population than in a clinical one. Given the 
university setting, it appears that many of the ACAs in this 
sample had developed the skills necessary to cope 
effectively with parental alcoholism and family dysfunction; 
as well as the skills necessary to gain college admission. 
This suggests that this sampling procedure may have 
restricted the range of functioning for both the ACA and 
non-ACA subjects; thus inferences made about clinical 
populations based on these results would need to be made 
with a great deal of caution. 
Finally, another weakness of this study was in the 
selection of a limited number of variables to examine as 
potential mediators and moderators of ACA outcome. The 
failure to include all constructs that appear to be 
important determinants of psychological health or drinking 
(e.g., hardiness, intelligence, character roles, antisocial 
personality traits), as well as the inability to evaluate 
all plausible models of ACA outcome, suggests that caution 
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must be employed in interpreting the results of these 
analyses. It is worth emphasizing that these analyses 
should not be viewed as definitive. Nevertheless, these 
analyses can serve to clarify assumptions about the 
mediational linkages between family history of alcoholism, 
psychological health, and problematic alcohol use; 
particularly those that are due to family functioning and 
motives for alcohol use. 
Implications and Future Directions 
The results of this study suggest that there is a great 
deal of variability in the alcoholic family environment, as 
well as in the psychological adjustment and alcohol use 
outcomes of adult children of alcoholics. As predicted, 
variables such as family functioning, gender, and individual 
motives and attitudes toward alcohol use do appear to be 
more salient predictors of ACA outcomes than simple 
identification as an ACA. In particular, aspects of family 
functioning appear to have a strong influence on ACA 
psychological adjustment; while individual motives for 
alcohol use have the strongest influence on ACA alcohol use. 
These findings have important implications in 
understanding ACA resilience and vulnerability. They are 
consistent with other researchers who have found positive 
family experiences to be strong protective factors promoting 
resilient outcomes among at-risk populations (e.g., Rhodes & 
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Brown, 1991; Werner & Smith, 1989; Wyman et al., 1991); 
including ACAs (e.g., Steinglass, 1981a; Wright & Heppner, 
1993). In addition, these results support the findings of 
researchers who have identified the motives to use alcohol 
to enhance social behavior, seek physiological 
reinforcement, or relieve stress as risk factors in 
developing drinking problems (e.g., Christiansen & Goldman, 
1983; Domenico & Windle, 1993; Newlin & Thomson, 1990). 
Such enhanced understanding affords clinicians the ability 
to promote insight and greater self-understanding among ACA 
clients. 
A unique and promising aspect of these findings is the 
discovery of differential pathways affecting male and female 
psychological adjustment and problematic alcohol use. These 
results contrast with those found by Wright and Heppner 
(1993), who did not find any significant differences due to 
gender on any of their outcome measures. Although they 
require replication, these findings suggest the possibility 
of treatment and prevention programs designed specifically 
for males or females. 
Most importantly, these findings contribute to a growing 
body of evidence that brings into doubt the diagnostic 
usefulness of the label "ACA," given the typical variability 
noted in ACA outcomes (e.g.. Brown, 1991; Burk & Sher, 1990; 
Fulton & Yates, 1990; Logue, Sher, & Frensch, 1992). 
Perhaps these findings, coupled with the recent increase in 
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studies on ACA resiliency (e.g., Jacob, Krahn, & Leonard, 
1991; Werner, 1986) will lead future researchers down more 
productive pathways of identifying the salient predictors of 
ACA outcomes. Such approaches would allow for a clearer 
understanding of the ACA experience for both researchers and 
clinicians, and free them from the biases and stereotypes 
that appear to dominate the current field of ACA literature. 
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INFORMED CONSENT STATEMENT 
The purpose of this statement Is to give you Information to help you decide whether 
you wish to participate in a research project investigating feelings, attitudes, and 
behaviors related to your experiences as a child. You will be asked to fill out a 
series of questionnaires which typically take about 45-60 minutes to complete. 
Upon completion oC this questionnaire, you will receive extra credit applicable 
towards the class you designate and the researcher will gain data, thereby making the 
time spent beneficial to both parties. 
There are no known risks to you and all of your answers will be treated with strict 
regard for confidentiality. Your name will not appear on any answer 
sheets and will not be connected with any part of the information coming out of the 
research. Summaries of the results of this research will report group 
data only. 
Participation in this research is completely voluntary and you may withdraw at 
any time. If questions arise about any task during your participation, please 
ask the researcher for clarideation. 
I HAVE READ AND UNDERSTAND THE ABOVE INFORMATION AND AGREE TO PARTICIPATE IN THIS 
RESEARCH. 
Signature 
Print your full name 
Date 
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SUBJECT SELF-REPORT QUESTIOHHAIRE 
1. Agei 
2. Gender: 
(1) Female (2) Male 
3. Ethnic Background! 
(1) Asian American (5) International Student 
(2) African American (6) American Indian 
(3) Caucasian American (7) Other (specify) 
(4) Hispanic American 
4. Classification: 
(1) Freshman (4) Senior 
(2) Sophomore (5) Graduate Student 
(3) Junior (6) Other (specify)_ 
5. Cumulative Grade Point Average (at ISU); 
(leave blank If not applicable) 
6. Parent's marital status (refers to biological parents): 
(1) Married (4) Widowed 
(2) Divorced (5) Hever Married 
(3) Separated 
7. If appllcabler your age at time of parent's divorce: 
(leave blank If not applicable) 
8. Humber of brothers and sisters: 
9. Your order of birth (In relation to siblings): 
(1) Only child (3) Middle child 
(2) First child (4) Youngest child 
10. How would you describe your father's alcohol use? 
(1) Did not use alcohol (4) Heavy drinker 
(2) Light drinker (5) Problem drinker/ alcoholic 
(3) Moderate drinker (6) Don't know 
11. How would you describe your mother's alcohol use? 
(1) Did not use alcohol (4) Heavy drinker 
(2) Light drinker (5) Problem drinker/ alcoholic 
(3) Moderate drinker (6) Don't know 
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12. Have either of your biological parents ever been treated Cor 
alcoholism? 
(1) YES, my father (3) YES, both 
(2) YES, my mother (4) MO, neither 
HOTE; For the remainder of this questionnaire, please respond in 
reference to the predominant male and female figure who raised you. If you 
were raised by only one parent, circle Not Applicable for the appropriate 
question(s). 
13. While growing up, I was raised primarily by the following male figure: 
(circle one) 
(1) Biological father (4) Grandfather or other male relative 
(2) Step-father (5) Hot Applicable 
(3) Mother's significant other 
14. Number of years you were raised by this persons (bast estimate) 
15. How would you describe the alcohol use of the predominant male figure 
circled in question 137 
(1) Did not use alcohol (4) Heavy drinker 
(2) Light drinker (5) Problem drinker/ alcoholic 
(3) Moderate drinker (6) Not Applicable 
16. While growing up, I was raised primarily by the following female 
figure: (circle one) 
(1) Biological mother (4) Grandmother or other female relative 
(2) Step-mother (S) Not Applicable 
(3) Father's significant other 
17. Number of years you were raised by this person:_ (best estimate) 
IB. How would you describe the alcohol use of the predominant female figure 
circled in question 16 above? 
(1) Did not use alcohol (4) Heavy drinker 
(2) Light drinker (5) Problem drinker/ alcoholic 
(3) Moderate drinker (6) Mot Applicable 
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19. Excluding your parents, did any other family member's use o£ alcohol seem 
problematic or alcoholic? (circle all that apply) 
(1) Grandmother, mother's side 
(2) Grandmother, father's side 
(3) Grandfather, mother's side 
(4) Grandfather, father's side 
(5) Brother(s) UC circled, hOH many of your brothers had a problem with 
alcohol? ) 
(6) Sister(s) (if circled, how many of your sisters had a problem with 
alcohol? ) 
(7) Aunt(s) (if circled, how many of your aunts had a problem with alcohol? 
) 
(8) Uncle(5) (if circled, how many of your uncles had a problem with 
alcohol? ) 
20. What was/were your primary caregiver(s) feelings toward your use of 
alcohol when you were living at home? (circle one) 
(1) Strongly encouraged use of alcohol 
(2) Somewhat encouraged use of alcohol 
(3) Heither encouraged nor discouraged use of alcohol 
(4) Somewhat discouraged use of alcohol 
(5) Strongly discouraged use of alcohol 
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FAMILY ASSESSMENT DEVICE 
Following are a number of statements about families. Please read each 
statement carefully, and decide how well it describes your own family of 
origin. For each statement, please circle the appropriate response based 
on the following scale: 
STRONGLY 
AGREE 
2 
AGREE DISAGREE STRONGLY 
DISAGREE 
1. Planning family activities is difficult because 
we misunderstand each other. 
2. We resolve most everyday problems around the house. 
3. When someone is upset the others know why. 
4. When you ask someone to do something, you have to 
check that they did it. 
5. If someone is in trouble, the others become too 
involved. 
7. 
B. 
9. 
10.  
11 
In times of crisis we turn to each other for 
support. 
We don't know what to do when an emergency comes up. 
We sometimes run out of things that we need. 
We are reluctant to show our affection for each 
other. 
We make sure members meet their family 
responsibilities. 
We cannot talk to each other about the sadness we 
feel . 
12. We usually act on our decisions regarding problems. 
13. You only get the interest of others when something 
is important to them. 
14. You can't tell how a person is feeling from what 
they are saying. 
15. Family tasks don't get spread around enough. 
16. Individuals are accepted for what they are. 
17. You can easily get away with breaking the rules. 
18. People come right out and say things instead of 
hinting at them. 
17. Some of us just don't respond emotionally. 
20. We know what to do in an emergency. 
21. We avoid discussing our fears and concerns. 
22. It is difficult to talk to each other about 
tender feelings. 
23. We have trouble meeting our bills. 
24. After our family tries to solve a problem, we 
usually discuss whether it worked or not. 
25. We are too self-centered. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
2 3 4 
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STRONGLY 
AGREE 
2 
AGREE DISAGREE STRONGLY 
DISAGREE 
26. Me can express our feelings to each other. 
27. Me have no clear eKpectations about toilet habits. 
20. We do not show our love for each other. 
29. We talk to people directly rather than through 
go betweens. 
30. Each of us has particular duties and 
responsibilities. 
31. There are lots of bad feelings in the family. 
32. We have rules about hitting people. 
33. We get involved Mith each other only when 
something interests us. 
34. There's little time to explore personal interests. 
35. We often don't say what we mean. 
36. We feel accepted for what we are. 
37. We show interest in each other when we can get 
something out of it personally. 
3B. We resolve most emotional upsets that come up. 
39. Tenderness takes second place to other things in 
our family. 
40. We discuss who is to do household jobs. 
41. Making decisions is a problem for our family. 
42. Our family shows interest in each other only when 
they can get something out of it. 
43. We are frank with each other. 
44..We don't hold to any rules or standards. 
45. If people are asked to do something, they need 
reminding. 
46. We are able to make decisions about how to solve 
problems. 
47. If the rules are broken, we don't know what to 
expect. 
4B. Anything goes in our family. 
49. We express tenderness. 
50. We confront problems involving feelings. 
51. We don't get along well together. 
52. We don't talk to each other when we are angry. 
53. We are generally dissatisfied with the family 
duties assigned to us. 
54. Even though we mean well, we intrude too much 
into each others lives. 
55. There are rules about dangerous situations. 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
4 
4 
4 
4 
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4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
4 
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STRQNBLY 
AGREE 
2 
AGREE DISAGREE STRONGLY 
DISAGREE 
56. We confide in each other. 
57. We cry openly. 
SB. Ue dan't have reasonable transport. 
59. When we don't like what someone has done, Me 
tell them. 
60. We try to think of different ways to solve 
problems. 
1 2 
1 2 
1 2 
2 
2 
3 
3 
3 
3 
3 
4 
4 
4 
4 
4 
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SSUS-M 
L. Have you evec consumed beverages containing alcohol? 
(1) Yes (2) Ho 
2. Do you drink beverages containing alcohol now? 
(1) *es (2) Ho 
(le your answers to both 1 and 2 are "HO", please skip to question 36. II 
not, please continue.) 
HOTE; For the purposes of this survey, a drink of alcohol Is defined as one 
12-ounce beer, one 4-6 ounce glass of wine, one bottle of wine cooler, one shot (1.5 
ounces of hard liquor), or a mixed drink containing one shot of hard liquor. 
3. Approximately how old were you when you took your first complete drink 
of alcohol (not just a sip)? 
4. Approximately how old were you when you first got drunk? 
5< On average, how many drinks of alcohol do you have per occasion? 
(1) 0-2 
(2) 3-5 
(3) 6-8 
(4) 9-11 
(5) 12 - 14 
(6) 15 - 17 
(7) 18 - 20 
(8) More than 20 
6. On average, how many drinks do you have per week? 
(1) 0-2 
(2) 3-5 
(3) 6-8 
(4) 9-11 
(5) 12 - 14 
(6) 15 - 17 
(7) 18 - 20 
(8) More than 20 
7. How often do you drink beverages containing alcohol? (circle one) 
(1) Less than once per month 
(2) 1-3 times per month 
(3) 1-3 times per week 
(4) 4-6 times per week 
(5) Once dally 
(6) 2 or more times per day 
8. How long does the typical drinking situation last for you? 
(1) Less than 1 hour 
(2) 1-2 hours 
(3) 2-4 hours 
(4) 4-6 hours 
(5) 6 or more hours 
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For questions 9 - 21, circle the number Cor the response that best 
describes how often you drink alcohol Cor the following reasons: 
1 = Never 
2 s At least once In my life, but not during the past year 
3 = At least once In the past year, but not In the past 2 months 
4 ° Once In the past 2 months 
5 = Two - four tines In the past 2 months 
6 " Five or more tines in the past 2 isonths 
9. Ho facilitate studying 12 3 
10. To get along better on dates 12 3 
11. To relieve fatigue or tension 12 3 
12. To feel a part of the group 1 2 3 
13. To combat aches and pains 12 3 
14. Enjoyment of taste 1 2 3 
15. To combat shyness 12 3 
16. To forget disappointments 12 3 
17. To get drunk 12 3 
18. For something to do 12 3 
19. To feel more self-confident 12 3 
20. To celebrate special occasions 12 3 
21. Felt pressured to by friends 12 3 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
6 
For questions 22 - 35, circle the number for the response that best 
describes how often you have experienced the following consequences of using alcohol: 
1 = Never 
2 " At least once In my life, but not during the past year 
3 ° At least once in the past year, but not In the past 2 months 
4 s Once In the past 2 months 
5 •> Two - four times In the past 2 months 
6 •> Five or more times In the past 2 months 
22. Received a lower grade because of drinking 
23. Have driven while Intoxicated 
24. Missed a class due to drinking 
25. Became more Isolated/withdrawn while drinking 
26. Felt more depressed while drinking 
27. Had legal problems because of drinking 
26. Gotten into a physical fight while drinking 
29. Gotten into a verbal fight while drinking 
30. Thought you might have a problem with alcohol 
31. Damaged property while drinking 
32. Passed out after alcohol use 
33. Has not able to remember a period of time during 
which you had been drinking 
34. While drinking, engaged in some kind sexual 
activities 
35. While drinking, were forced to en^ge in sexual 
activities against your will 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
2 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
3 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
5 
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For questions 36 - 43i circle the number for the response that fits you best. 
(1) (2) (3) (4) (5) 
Strongly Disagree Keutral Agree Strongly 
Disagree Agree 
36. If a friend were having trouble with alcohol or other drugs, 
I would talk to him/her about it. 12 3 4 5 
37. If a friend were having trouble with alcohol or other drugs, 
I would.suggest he/she talk with a counselor about it. 1 2 3 4 5 
38. If a friend were having trouble with alcohol or other drugs, 
I would talk with a counselor to see how I could best help 
my friend. 12 3 4 5 
39. I believe that using illicit or non-prescribed drugs is 
unacceptable. 12 3 4 5 
40. I would be more likely to attend a social gathering if 
I knew alcohol would be served. 12 3 4 5 
41. Alcohol helps make social events more enjoyable. 1 2 3 4 5 
42. Drinking and driving is not acceptable to me. 12 3 4 5 
43. Getting drunk is a good enough reason for drinking. 1 2 3 4 5 
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CPI V.3 Scale 
DIRECIIOHS: It you AGREE with a statementr or feel that it is true about you, answer 
TRUE. IC you DISAGREE with a Statement, or Ceel that it is not true 
about you, answer FALSE. 
1. Our thinking would be a lot better off if we would just forget 
about words like "probably," "approximately," and "perhaps." TRUE FALSE 
2. I liked Alice in Wonderland by Lewis Carroll. TRUE FALSE 
3. Several times a week l feel as if something dreadful is about 
to happen. TRUE FALSE 
4. There's no vise in doing things for people; you only find that 
you get it in the neck in the long run. TRUE FALSE 
5. I tend to be on my guard with people who are somewhat more 
friendly than I had expected. TRUE FALSE 
6. I think I would like the work of a school teacher. TRUE FALSE 
7. Most people would tell a lie if they could gain by it. TRUE FALSE 
8. I hate to be interrupted when I am working on something. TRUE FALSE 
9. Maybe some minority groups do get rough treatment, but it's 
no business of mine. TRUE FALSE 
10. I don't like to undertake any project unless I have a pretty 
good idea as to how it will turn out. TRUE FALSE 
11. Once a week or oftener I feel suddenly hot all over, without 
apparent cause. TRUE FALSE 
12. Sometimes I think of things too bad to talk about. TRUE FALSE 
13. The idea of doing research appeals to me. TRUE FALSE 
14. People today have forgotten how to feel properly ashamed of 
themselves. TRUE FALSE 
15. Sometimes I have the same dream over and over. TRUE FALSE 
16. 1 do not dread seeing a doctor about a sickness or injury. TRUE FALSE 
17. It takes a lot of argument to convince most people Of the 
truth. TRUE FALSE 
18. Most people make friends because friends are likely to be 
useful to them. TRUE FALSE 
19. It is hard for me just to sit still and relax. TRUE FALSE 
20. Parents are much too easy on their children nowadays. TRUE FALSE 
21. Most people will use somewhat unfair means to gain profit or 
an advantage rather than to lose it. TRUE. FALSE 
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22. I certainly feel useless at times. 
23. Criticism or scolding makes me very uncomfortable. 
24. I read at least ten books a year. 
25. I frequently notice my hand shakes when I try to do something. 
26. I am sometimes cross and grouchy without any good reason. 
27. Teachers often expect too much work from the students. 
28. I often act on the spur of the ooment without stopping to 
think. 
29. I commonly wonder what hidden reason another person may have 
for doing something nice for me. 
30. Most people are secretly pleased when som^ne else gets into 
trouble. 
31. Only a fool would ever vote to increase his own taxes. 
32. Most people are honest chiefly through fears of being caught. 
33. I very much like hunting. 
34. Most people inwardly dislike putting themselves out to help 
other people. 
35. I feel uneasy indoors. 
36. People pretend to care more about one another them they 
really do. 
37. People don't need to worry about others if only they look 
after themselves. 
3Q. Sometines I just can't seem to get going. 
39. The person who provides temptation by leaving valuable 
property unprotected is about as much to blame for its 
theft as the one who steals it. 
40. I am often bothered by useless thoughts which keep running 
through my mind. 
41. I must admit that I have a bad temper once I get angry. 
42. When prices are high you can't blame people for getting all 
they can while the getting is good. 
43. I often feel as though I have done something wrong or wicked. 
44. I like science, 
45. I often lose my temper. 
46. I am bothered by people outside, on streetcars, in stores, 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
TRUE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
FALSE 
^ALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
TRUE FALSE 
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etc., watching ma. TRUE FALSE 
47. Society owes a lot nrare to the businessman and the manufacturer 
than it does to the artist and the profassoc. TRUE FALSE 
48. I like to read about science. TRUE FALSE 
49. Every now and then I get into a bad mood and no one can do 
anything to please me. TRUE FALSE 
50. I often wish people would be more definite about things. TRUE FALSE-
51. I hardly ever feel pain in the back of the neck. TRUE FALSE 
52. It is hard for me to sympathize with someone who is always 
doubting and unsure about things. TRUE FALSE 
53. I seldom worry about my health. TRUE FALSE 
54. I dream frequently about things that are best kept to myself. TRUE FALSE 
55. It bothers me when something unexpected interrupts my dally 
routine. TRUE FALSE 
56. I would have been more successful if people had given me a 
fair chance. TRUE FALSE 
57. Strong people do not show their emotions and feelings. TRUE FALSE 
56. It seems that people used to have more fun thtm they do now. TRUE FALSE 
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SES 
For each of the following questions, please circle the appropriate response based on 
the following scale: 
1. I feel that I aiD a person of worth, at least on an equal 
basis with others. 12 3 
2. I feel that I have a number of good qualities. 12 3 
3. All in all, I am inclined to feel that I an a failure. 12 3 
4. I an able to do things as well as most other people. 12 3 
5. 1 feel 1 do not have much to be proud of. 12 3 
6. I take a positive attitude toward myself. 12 3 
1. On the whole, I an satisfied with myself. 12 3 
B. 1 wish I could have more respect for myself. 1 2 3 
9. I certainly feel useless at times. 12 3 
10. At times I think I am no good at all. 12 3 
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AHSIE 
Please circle YES or HO in response to the following questions: 
1. Do you believe that most problems will solve themselves if you just 
don't fool with them? 
2. Do you believe that you can stop yourself from catching a cold? 
3. Are some people just born lucky? 
4. Most of the tine, do you feel that getting good grades meant a great 
deal, to you? 
5. Are you often blamed for things that just aren't your fault? 
6. Do you believe that if somebody studies hard enough, he or she can 
pass any subject? 
7. Do you feel that most of the time it doesn't pay to try hard because 
things never turn out right anyway? 
8. Do you feel that if things start out well in the morning, it's going 
to be a good day no matter what you do? 
9. Do you feel that most of the time parents listen to what their 
children have to say? 
10. Do you believe that wishing czui make good things happen? 
11. Vlhen you get punished, does it usually seem it's for no good reason 
at all? VES 
12. Most of the timei do you find it hard to change a friend's opinion 
(mind)? YES 
13. Do you think that cheering more than luck helps a team to win? YES 
14. Do you feel that it was nearly Impossible to change your parents' 
minds about anything? YES 
15. Do you believe that parents should allow children to make most of 
their own decisions? YES 
16. Do you feel that when you do something wrong, there's vary little you 
can do to make it right? YES 
17. Do you believe that most people are just born good at sports? - YES 
18. Are most of the other people your age stronger than you are? YES 
19. Do you feel that one of the best ways to handle most problems is just 
not to think about them? YES 
20. Do you feel that you have a lot of choice in deciding who your 
friends are? YES 
21. If you find a four-leaf clover, do you believe that it might bring 
you good luck? YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
YES 
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22. Did you often feel that whether or not you did your homework had much 
to do with the kind oC grades you got? YES HO 
23. Do you feel that when a person your age Is angry at you, there's 
little you can do to stop him or her? YES HO 
24. Have you ever had a good-luck charm? YES HO 
25. Do you believe that whether or not people like you depends on how 
you act? YES HO 
26. Did your parents usually help you If you asked them to? YES HO 
27. Have you felt that when people were angry with you It was usually 
for no reason at all? YES HO 
28. Most of the tine, do you feel that you can change what might happen 
tomorrow by what you do today? YES HO 
29. Do you believe that when bad things are going to happen, they just 
are going to happen no matter what you try to do to stop them? YES HO 
30. Do you think that people can get their own way if they just keep 
trying? YES HO 
31. Most of the time do you find it useless to try to get your own way 
at home? YES HO 
32. Do you feel that when good things happen they happen because of 
hard work? YES HO 
33. Do you feel that when somebody your age wants to be your enemy 
there's little you can do to change matters? YES HO 
34. Do you feel that It's easy to get friends to do what you want them 
to do? YES NO 
35. Do you usually feel that you have little to say about what you get 
to eat at home? YES HO 
36. Do you feel that when someone doesn't like you there's little you can 
do about It? YES HO 
37. Did you usually feel that it was almost useless to try in school 
because most other children were just plain smarter than you? YES HO 
38. Are you the kind of person who believes that planning ahead makes 
things turn out better? YES NO 
39. Most of the time, do you feel that you have little to say about what 
your family decides to do? YES NO 
40. Do you think it's better to be smart than to be lucky? YES HO 
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APPENDIX B: 
DEBRIEFING STATEMENT 
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INFORMATION FOR SUBJECTS 
The study you have just participated in is aimed at understanding 
how students from a variety of different family backgrounds may differ 
in their adjustment to college. The study assesses how the roles and 
behaviors you developed as a child may influence your current behavior, 
as well as your own self-awareness. The questionnaires that you filled 
out were designed to assess 1) the roles you adopted in relation to you 
family background, as well as 2) your comfort with yourself and the 
world around you, especially as it affects your behaviors as a college 
student. Your responses to both these areas will be compared via 
correlations, and the researcher will look for relationships between 
these areas. All of your responses will be coded to ensure 
confidentiality. Thank you for your participation in this study. 
